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This study is about the lives of township women that are plagued by various forms of violence, 
social suffering, chronic diseases and exploitative relationships with HIV NPOs in Letsholo 
township. I used a qualitative research approach to conduct the study. My research sample was 
women who are living with HIV in Letsholo which I accessed through NPOs that provide care to 
people living with HIV. I gathered the data using face to face conversation style interviews as 
well participant observation. The findings show that economic, social and political 
marginalisation has played a role in the exposure of the women to HIV infection. There are 
several NPOs which are involved in HIV work in Letsholo township that try to assist the women, 
however, what I found is that these NPOs are part of a chain of exploitative relations. The 
findings suggest the emergence of an NPO economy in Letsholo. What I also found is that the 
women themselves actually formed their own social support structures which functioned without 
these exploitative structures. These groups included a gambling club which the group members 
referred to as “the women’s stokvel” as well as a group of women who worked as sex workers 
that referred to themselves as “the church”. The study highlights how these types of informal 
social formations had gained significance in offering social support to HIV positive women in 
Letsholo.    
Key words: South Africa, women, HIV, AIDS, violence, Non-profit organisations, stokvels 
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ACRONYMS AND ABBREVIATIONS 
 
AIDS- Acquired immunodeficiency syndrome 
ARV- Antiretrovirals 
ART- Antiretroviral therapy  
HIV- Human immunodeficiency virus  
NPO- Non-profit organization 





Table of Contents 
AFFIDAVIT .................................................................................................................................. ii 
ABSTRACT .................................................................................................................................. iii 
ACKNOWLEDGEMENTS ........................................................................................................ iv 
ACRONYMS AND ABBREVIATIONS ..................................................................................... v 
Table of Contents ......................................................................................................................... vi 
Chapter 1: Introduction ............................................................................................................... 1 
Chapter 2: Everyday Suffering and Structural Violence in Letsholo .................................... 30 
Chapter 3:  The commodification of HIV: Women's Narratives of Involvement with Non-
profit Organizations.................................................................................................................... 56 
Chapter 4: Informal Social Support Groups for Women in Letsholo ................................... 84 
Chapter 5: Conclusion .............................................................................................................. 118 
References .................................................................................................................................. 125 





Chapter 1: Introduction  
 
The life of a township woman  
One Saturday afternoon I sat with Naomi, one of my key informants, in her home as she slowly 
narrated her life story. Her house was a small shed in the backyard of a main house at a residence 
in Letsholo township. She had converted the shed into a house by dividing it into two rooms 
using a kitchen cupboard and a curtain to cover the small space that served as a doorway 
between the two rooms. She lived with her boyfriend, her teenage daughter and the daughter’s 
three-year-old child. She had buried her 21-year-old son two weeks before we had our first 
encounter. Her son died from AIDS because he was not taking his treatment. She said that she 
believed that he became infected through smoking nyaope1. She had heard that sometimes when 
some of the individuals that smoked nyaope did not have money to purchase the drug, they used 
a syringe to draw blood from the veins of someone else who had already smoked it and then they 
injected that person’s blood into their own bloodstreams, so that they could get the high of the 
drug. She expressed that she was relieved that he had died as a result of AIDS because she had 
always feared that an angry community mob would kill her son someday. According to her there 
were times when angry community members would barge into her house looking for her son 
because he had broken into their homes and stolen their belongings. He would then sell those 
stolen goods and use the money to buy nyaope. She breathed a sigh of sad relief and then 
changed the topic as she started talking about her childhood. 
                                                 
1 Nyaope is a drug that is commonly found in the streets of South Africa. It is made from a low-
quality heroin, cannabis, antiretroviral drugs and a combination of other substances that are used 
as cutting agents. This drug is highly addictive physiologically and it is usually smoked by the 
users (Mthembi, Mwenesengole & Cole 2018, 115). 
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Naomi was 47-year-old at the time of the interview. She was born and raised in Letsholo 
township. Naomi is the eldest of four children and has two younger brothers and a sister. Her 
parents were divorced when she was six years old, because her father was abusive towards their 
mother. Their mother worked as a domestic worker and their father was often pursued by the 
police for committing bank robberies. After her parents were divorced, she, her mother and her 
siblings moved into the home of their maternal grandfather. Their father became estranged to the 
family thereafter. Their mother subsequently left them with their maternal grandfather and 
moved to Rustenburg to work as a domestic worker. Naomi studied until she reached grade six 
after which she was sent to go and live with her mother in Rustenburg, where she started 
working as a domestic worker too, so that she could assist her mother to provide for the younger 
children financially.   
As we sat close to each other on a small two-seater couch which was squeezed into her small 
kitchen, Naomi explained that she was the rightful part owner of the main house behind which 
her small house was situated. The main house belonged to her late maternal grandfather. When 
her grandfather died, he left the house to Naomi’s mother who was an only child and the sole 
heir to his estate. When her mother passed away 14 years ago, Naomi and her three younger 
siblings inherited the house. She claims, however that immediately after their mother’s funeral 
her maternal relatives sat her and her three siblings down and told them that Naomi and the 
youngest sister could not inherit the house because they were women. The explanation that the 
relatives gave to the two women for this decision was that when the two women get married, the 
estates of their spouses will be unduly enriched because their spouses will also have a claim to 
that house through marriage. The agreement among the maternal relatives was that her two 
brothers were the only rightful owners of the house because they were using their late mother’s 
3 
 
surname and would continue to do so even if they were married. Naomi’s parents were married 
under customary marriage and her mother registered all her children with her maiden name 
Lesibo at birth. The rationale exercised by her relatives was that the house would always be a 
Lesibo home if it belonged to the male children because the female children would use their 
spouses’ surnames once they were married. According to Naomi this decision was made despite 
the existence of a title deed on which the names of all four siblings appeared. 
This matter about the ownership of the main house was not an important issue for Naomi’s 
younger sister who was already married and living in her own home at the time of their mother’s 
funeral. Her two brothers were also staying in their own houses in other sections of Letsholo. 
When their mother passed away Naomi was staying with a boyfriend in Rustenburg. Their 
maternal relatives decided that one of Naomi’s maternal aunts would stay in the house so that it 
was not left unoccupied as all four siblings were staying elsewhere. The aunt and two of the 
aunt’s adult daughters and their children were occupying the main house at the time of the 
interviews. Naomi expressed that she wanted to move into the main house with her family. When 
I asked her about the title deed and why she was not enforcing it, she told me that her brother, the 
second born was in possession of the title deed. She added that he was a police officer who was 
held in high esteem in the family because of his occupation. Naomi said that she therefore felt 
too powerless to try and challenge the maternal relatives’ decision, especially because she was 
not educated herself.  
When Naomi returned back home from Rustenburg, seven years ago after she separated from her 
then boyfriend, the maternal aunt and her brother who is in possession of the title deed, refused 
to allow her and her two children to move into the main house. She expressed that she felt that 
her brother was colluding with the maternal aunt to keep her out of the house because the brother 
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planned on giving the house to his eldest son after he finished his high school education. She 
added that their younger brother was a heavy drinker who lived his life independently from the 
family and had never really cared about the house. He had therefore told Naomi that he did not 
want to get involved in any disputes concerning the house. It was then that Naomi resorted to 
converting the shed behind the main house into a home for herself and her children. 
Naomi said that she left her boyfriend in Rustenburg after she found out that he had infected her 
with HIV. She described the boyfriend as being a very abusive man who used to beat her up, 
especially when he came home drunk, which happened very often. She claims that he had other 
intimate partners who would sometimes come to their house and insult Naomi to the point where 
she would have physical altercations with some of these women. Naomi explained that she 
continued to stay with him because despite his abusive behaviour, he was a good father and 
provider towards the children. They had two children together. Naomi said that one day he came 
back home from his job at the mines and told her that they had conducted HIV tests at work. He 
told her that his results came back positive and that she also needed to go for and HIV test. 
Naomi went to the clinic to get tested and her results also came back positive. She said that she 
tried to convince him that they should sit down as a couple and discuss how they would continue 
with their life together into the future knowing that they now lived with the disease. She begged 
him to end his sexual affairs with other women. He coldly told her to go back home in Letsholo 
instead and said that he needed some time to process the news of the diagnosis on by himself.  
Naomi took the children and visited her aunt in Letsholo for two weeks. When she returned back 
to Rustenburg, she found that the boyfriend was still having sexual relations with the other 
women and was not taking his ARVs. He was drinking herbal concoctions that were made for 
him by his mother who was a traditional healer and was very much in denial about his status. He 
5 
 
became even more abusive towards Naomi and he would beat her up every day. She said that he 
had so much rage in his eyes during the beatings, it was as if he was possessed by a demon. She 
was devastated by his nonchalance to her request that they get help as a couple. She became livid 
and considered killing the children and then taking her own life, in an attempt to spite the 
boyfriend because she knew that he loved the children dearly. She said that in the end she just 
decided to pack her bags, took the children and returned to Letsholo to start a new life. 
Naomi quickly found solace in a new relationship with the boyfriend that she was staying with at 
the time of the interviews. Unbeknownst to her she was already expecting another child when 
she left her former boyfriend that she was living with in Rustenburg. She had told her current 
boyfriend about the past experiences with the ex-boyfriend and he was very empathetic towards 
her. He therefore told her that he would treat the child that she was expecting as his own. The 
child was also born HIV positive. She claimed that she was on the Prevention of Mother to Child 
Transmission programme however because she went into labour before time there were 
complications at childbirth. She said that she gave birth in an ambulance and that is how her 
blood infected the baby’s blood with HIV. She added that the child was born with 
disfigurements. She was very overwhelmed by that and it led to her becoming a heavy drinker. 
She said that abusing alcohol became the only way for her to cope with all the devastating things 
that had happened to her in her life from the time that she found out that her former boyfriend 
had infected her with HIV. She eventually had a nervous breakdown which resulted in her 
having a stroke. She spent four months in ICU. After she was discharged, she initially could not 
walk, and she used a wheelchair to move around. After attending physiotherapy sessions at the 
Letsholo hospital she became strong enough to walk with a cane which she still uses because the 
left-hand side of her body is paralysed from the shoulder down. 
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As Naomi talked, she pointed to the dark veins in her right leg and told me about her struggles 
when she goes to collect her treatment for HIV, diabetes and high blood pressure from the clinic. 
She explained how she experienced a lot of strain on that leg while she waited in the clinic 
queues. She said that the nurses did not always move her to the front of the queue because the 
other patients sometimes complained. Naomi expressed her gratitude for her boyfriend who often 
fetched the treatment for her at the clinic whenever he has was off work. He was unable to assist 
her if he was on duty at a local garage where he works three days a week, because he would get 
less pay if he is absent from work. On those days Naomi then had to pay someone to take her 
from her house to the clinic with a car because the distance was too far for her to walk there and 
the taxi stop is also equally far. There were times when they did not have the money to pay for 
the transport, so she then had to walk to the clinic.  
Naomi was affiliated with the Thuthukani home based care NPO that does HIV related work. To 
my knowledge the care workers at the NPO were supposed to collect treatment for the recipients 
of care which were incapacitated. I asked her why she had not asked the care worker that 
attended to her to collect the treatment on her behalf. She told me that when she enquired with 
the care worker about this during the first few weeks of their engagement three years ago, the 
care worker told her that she was not really sure what her full duties entailed and if that was part 
of her duties. Naomi had considered going to the NPO manager to ask if that was not one of the 
tasks to be done by the care workers but then she decided against it because she was afraid that 
this could lead to the care worker losing her job. She therefore let the matter go and decided to 
make a plan for herself. 
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The second option that I thought of that could be of assistance to Naomi was the adherence 
clubs2. Thuthukani home based care NPO facilitates such a club. Naomi had no knowledge about 
the adherence clubs. The venue for the adherence club was closer than the clinic to Naomi’s 
home. I considered that there might be a possibility that she had not been transferred to the club 
because she also took treatment for two other chronic diseases. When I assisted with the 
adherence club at that NPO however, some of the patients would collect their pre-packed ARVs 
and high blood pressure treatment from the club, because they had made arrangements with the 
club facilitator to collect both treatments for them at the clinic. There was also a possibility that 
the clinic had not transferred Naomi to the club because her health was not stable. This could be 
owed to the constant stress and fear that she had for her son’s life. I was however left with 
unanswered questions as to why the NPO had not advocated for easier access to treatment for 
Naomi. Even her records which I had seen in her file at the NPO indicated that she is living with 
a physical disability. 
Naomi’s life story as well as those of the other women which I document in the study are 
important case studies which demonstrate how, social, political and economic factors which 
                                                 
2 Adherence clubs are an intervention that was initiated and implemented by the Western Cape 
Department of Health in 2011. The functions of the adherence clubs are to distribute ART drugs, 
clinical management of patients as well as to provide peer-support groups for HIV positive patients 
that have maintained stable viral suppression (Venables, Towriss, Rini, Nxiba, Cassidy, Tutu et al 
2019, 3).This intervention is aimed at enhancing the retention of the HIV patients in care, 
enhancing their adherence to treatment as well as decreasing the high congestion of patients at 
health care facilities (Mukumbang, Van Belle, Marchal & van Wyk 2016, 6).The patients that have 
been adhering to their ART and are stable meet with lay facilitators such as lay counsellors or 
community based care workers at the adherence club venues (Hanrahan, Schwartz, Mudavanhu, 
West, Mutunga, Keyser, Bassett & Van Rie 2019, 3). This then leaves the clinical staff at the clinic 






cluster together in the individual’s life, at particular places and during certain time periods give 
rise to health problems for township women. Women in South African township are subjected to 
a number of epidemics and social suffering that occur simultaneously and interact in a manner 
which creates health risks for women (Tsai, Tomlinson, Comulada & Rotheram-Borus 2016, 70). 
The term used to describe this phenomenon is “syndemic suffering”. Syndemic suffering refers 
to the “interactive relationship” between epidemics of violence and chronic diseases 
(Mendenhall 2014, 303, Tsai 2018, 117).  These epidemics cluster together, interact and 
reinforce each other in ways that give rise to health problems within a particular population 
(Operario & Nemoto 2010, 2). The syndemics approach focuses on the synergistic and often 
detrimental interactions among co-occurring health conditions especially in contexts which are 
characterized by structural and political hardships (Willem, Knipper, Abadia-Barrero & 
Davidovitch 2017, 964). This approach recognizes that social, structural and political 
determinants have a greater bearing on health inequalities than biological factors or personal 
choices. This analysis addresses why certain populations experience disproportionate burdens of 
disease in comparison to other populations (Hatcher et al 2019, 2). The distribution of HIV/AIDS 
in South Africa is disproportionate with women bearing the brunt (Gilbert & Selikow, 2011, 11). 
Naomi’s life story as well as that of the other women in the study is an illustration of this 
phenomenon.  
Much like the lives of the many women who participated in the study Naomi’s life story is 
characterized by lifelong experiences of social suffering, direct violence and disease. These 
combinations of factors have interacted and reinforced each other in ways that shaped the 
trajectory of her life and thereby exposed her to HIV infection. There was a consistent theme of 
violence in her life that started with her witnessing the abuse that her father inflicted on her 
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mother, the violence that she experienced with her first boyfriend and the women which he was 
having affairs with as well as the threats of mob justice on her late son’s life. The second aspect 
is that of poverty. She was taken out of school to go and work as a domestic servant to assist her 
mother financially to raise her younger siblings. Thirdly, she was disenfranchised by her 
maternal relatives who withheld her right to own and occupy her late mother’s house because she 
was a woman. Her lack of education discouraged her from seeking information to challenge her 
maternal relative legally regarding this matter. She currently has limited mobility as a result of 
the stroke and also suffers from comorbid chronic diseases. Although Naomi is presently 
involved with an NPO that does HIV related work, there seemed to be a lack of clarity on what 
exactly the role of the NPO and its care worker was to Naomi as a recipient of care. Naomi lived 
in isolation because her relations with most of the people in her neighbourhood were stained as a 
result of the claims of theft against her son. This is another aspect in which the NPO could 
intervene by offering psycho-social support and assisting Naomi to re-integrate back into the 
community and restore her social relations with the community members. She was therefore not 
part of any social groups. 
In my study I found women who were exposed to HIV infection due to economic, social and 
political marginalisation. The economic marginalization refers to the exclusion of women from 
income earning opportunities, participation in the labour market and ownership of assets. The 
social and political aspects that intertwine with these economic aspects adding to this 
vulnerability include poverty, gender inequality and various forms of violence (Ostrach & Singer 
2012, 258). There are NPOs that offer support to women in Letsholo. But what I found is that 
these NPOs are part of a chain of relations and structures that are highly exploitative. However, I 
also found is that the women themselves actually form their own support structures which 
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function without these exploitative structures. What I have found is that informal social groups in 
Letsholo township, such as gambling clubs have gained significance in creating a space were 
women living with HIV can help each other to survive these interlinking factors that make them 
vulnerable to HIV.  
Doing fieldwork in Letsholo 
I have lived in Letsholo township all my life. Letsholo township is in the one of the central 
provinces in South Africa. We have two towns which are Vredeville and Sommerstrand. The 
dominant language in Letsholo is Sotho. Other languages which are also spoken include IsiZulu 
and IsiXhosa. Letsholo was established in the1960s and most of the houses there are four roomed 
houses that were built and owned by the government. The occupants of these houses were black 
people who worked at factories, in town and in the homes of white people. There are riots that 
broke out in Letsholo in 1984 where the residents were protesting against the rent, rates and 
taxes which they were paying to the government. Their complaints were that the rent amount 
which the government was charging them was too high in comparison to the meagre wage that 
black people were earning. Secondly, they argued that the government accrued large amounts of 
revenue from the rates and taxes yet basic service delivery in the township was poor. Their 
protest efforts were successful because from 1985 Black people were allowed to purchase the 
houses from the government, especially the people who were well paid at the factories. From 
1989 the government started issuing title deeds for free, to occupants that had been living in 
these houses over a long period of time. The socio-economic profile of Letsholo is made up of 
people who work at government institutions (such as teachers, nurses, social workers and clerks 
of the court), retail workers, NPO workers, security guards and domestic workers. Many people 
used to be employed by a large factory in Sommerstrand, which is an industrialised area, 
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however this factory was privatized between the late1980s and 2015 and as a result 10 000 jobs 
were lost during that time period. There are also many people who run home-based businesses 
such as day care centres, salons, taverns and tuck-shops. Others are street vendors selling food 
outside schools, shopping centres and on the street corners. With the development of two malls 
in the township and a few Shoprite U-Save stores spreading inside the township many tuck-shops 
and local supermarkets have died. Lastly there are many households who depend on social 
support from the government.  
When I started with my fieldwork for this study, I had just graduated from my first degree as a 
social worker seven months prior. Three months into the fieldwork I was employed as asocial 
worker in the Department of Social Development, where I work with impoverished people on a 
daily basis. I work with foster care applications. However, because our office is the service point 
for the township of Letsholo we encounter people with various social issues during the intake 
stage. We usually refer such clients to the relevant NPOs. I went into the new job disillusioned 
and cynical to a certain extent because of the themes that had started to emerge from the data in 
the study. I realized that we practice our intervention methods in an environment characterized 
by extreme social inequality. It is one thing learning about structural violence in theory, but it is 
something else when you see its effects in a lot of people’s lives on a daily basis. Some days 
when I am done empowering a client, I feel like I have betrayed them because I did not tell them 
about the true nature of the social environments that they live in. I usually say silently on the 
inside “may the odds be with you” as I watch them leave the office.  
I conducted a qualitative research study on the vulnerability of the women in Letsholo to HIV 
infection. The distribution of HIV/AIDS in South Africa is disproportionate with women bearing 
the brunt (Gilbert and Selikow, 2011). There is abundant literature on women being the most 
12 
 
susceptible that focusses on the social determinants that place them at risk of HIV infection 
(Anderson, 2012; Baxter and Karim, 2016; Bradshaw, Masiteng and Nannan, 2001; Gilbert and 
Selikow, 2011; Gilbert and Walker, 2000; Ketchen, Armistead and Cook, 2009; Nettleton, 2006; 
Nyamhanga and Frumence, 2014; Susser and Stein, 2000; Walker, Reid and Connel, 2004; Watts 
and Garcia-Moreno, 2000). There is however a gap in literature written on interventions that use 
approaches that are gender specific and that focus on women, especially interventions that are 
cognisant of social determinants and that challenge these social structures in such a way that 
creates equal opportunities for women to be healthy in South Africa (Sprague, 2008). In my 
research I wanted to explore the combination of social factors that make women living in 
Letsholo vulnerable to HIV infection. The aim of this study is to understand how the 
compounding of social, political and economic marginalization shaped the susceptibility of 
women living in the township to HIV infection. I also wanted to explore the coping strategies 
that they use to navigate their daily struggles. Lastly, I wanted to investigate possible and 
practical interventions that can be identified and implemented in Letsholo, that are sustainable 
and will serve to empower the women who are marginalised. I achieve this in the closing chapter 
through a brief critique of the current intervention models and by offering recommendations on 
what I deem to be viable interventions, based on the in-depth investigations I made in the study 
as well as my position as a practicing social worker. 
My initial plan was to interview 20 HIV positive women which I would recruit through the local 
clinic. I was however advised by the Higher Degrees Committee at the University of 
Johannesburg to consider using an NPO because I was going to wait for a long time to get 
approval from the Department of Health. To be honest I felt more comfortable with the idea of 
an NPO because I was worried that I may not have as much freedom to make my observations at 
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the clinic because I might be restricted to a small space such as an office. My second concern 
was that the patients might be reluctant to participate in the study because they fear the 
unintentional disclosure of their status that might come as a result of them participating in the 
study. Working from an NPO was very beneficial for my data collection process because it 
allowed me to observe the relations between the NPO, its workers and the recipients of care at an 
individual and structural level and to gain an understanding of how these relations influence the 
vulnerability of women. My findings show that these relations cannot be excluded from the 
factors that lead to the exploitation and vulnerability of HIV positive women. 
The NPO that hosted me for my study is the Thuthukani home-based care NPO whose services 
include the provision of psychosocial support to people living with HIV and their households, 
facilitating HIV/AIDS awareness and treatment programmes as well as the distribution of food 
parcels to vulnerable households. I approached the NPO manager who is also the owner of the 
NPO and the social auxiliary worker, who is a qualified professional registered with the South 
African Council for Social Services Profession (SACSSP) who works for the NPO and told them 
about my study. I asked them to host me for a period of four months while I conducted my study. 
I explained to them that I needed their assistance to access women who are living with HIV. I 
also requested permission to conduct participant observation by taking part in the daily activities 
at the NPO. I have to admit that the fact that I am a qualified social worker worked to my 
advantage because they gave me the permission to recruit the women who are recipients of care 
at the NPO and they also allowed me to take part in the daily activities at the NPO without any 
hesitation. I had an arrangement with the social auxiliary worker Ms. Samantha Moahlodi that 
she would provide debriefing sessions to the research participants that may need it due to the 
sensitivity of the topic of HIV in some contexts. I agreed to “work” for the NPO and offer my 
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expertise as a social worker. I highlighted that I would be writing about my work experience as 
part of my research report.  
The auxiliary worker requested that I assist them with the knowledge that I have as a social 
worker in exchange for them hosting me. This made it easy for me to integrate into the NPO and 
to have an authentic ethnographic experience because they involved me in the NPOs daily 
activities without any restrictions because they trusted that I am well acquainted with the 
principles of the social services profession and they trusted me with the information of their 
recipients of care. It was imperative that I elucidate that I am there primarily as a researcher 
because failure to do so could result in conflict of interest and influence my data gathering 
process and how I present the findings because confidentiality is an important principle in the 
social services profession. I was there as a researcher and not a social worker and I had to 
underline this. I have used pseudonyms for all the informants, the NPOs and the changed the 
name of the township to maintain confidentiality. I commenced with my fieldwork once my 
study was approved and I had been granted ethics clearance by the University of Johannesburg; 
which happened mid-October 20183. 
When I went back to the NPO on 16 October 2018 I submitted my letter requesting permission to 
conduct the study as well as my approval letter and ethics clearance to conduct my research from 
the University of Johannesburg to the NPO manager. We had a discussion about how I would 
carry out the study while I was there. The agreement that I had with the social auxiliary worker 
and the NPO manager was that I would go to the NPO every day for the first two weeks and that 
I would be involved in the daily activities at the NPO. From the third week onwards, I would go 
                                                 
3 The ethics number is REC-01-00125-2018. 
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to the NPO twice a week on Mondays and Wednesdays. I would then use the three remaining 
weekdays to set up appointments and meet with all other relevant informants for my study.  
I am going to start by giving a description of a typical day at the NPO by describing one day 
from the past. I usually walked to the NPO which was a 20 minutes’ walk from my home.  I 
arrived one Tuesday morning on 23 October 2018 just a few minutes before eight o clock, which 
was the opening time of the NPO. When I walked into the yard some of the care workers were 
still sitting in small groups outside the building and chatting, while others were slowly trickling 
in through the gate. The care workers are unskilled volunteers who work for the NPO and are 
given a stipend in exchange for their labour. I greeted them and went straight into the office 
where the auxiliary social worker and three of the office administration staff members (hereafter 
office workers) were sitting. We exchanged greetings and made small talk. I appreciated how the 
office always went out of their way to make me feel as comfortable as possible, however it 
usually made me feel uneasy. I knew that I was being treated differently because I am educated. 
Instead of feeling important I felt uncomfortable because I observed how the office workers 
often spoke to the care workers in a demeaning and dismissive manner. The office workers were 
also care workers and they earned the same stipend amount as the rest of the care workers. The 
difference between them is that the former was office bound doing administrative duties while 
the latter went out daily to conduct home visits.  
At eight o clock we began with the business of the day. To officially open the office, one of the 
office workers started singing a hymn and we all joined in. Njabulo one of the care workers took 
out his Bible and read a scripture from the book of Ezekiel about the Lord admonishing us to 
obey Him when He speaks to us, and that in doing so the Lord would hear our prayer requests 
and grant us the things which we desire. After explaining the scripture, he started another hymn 
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and at the end of the hymn the auxiliary social worker said that each person should say a prayer 
for themselves. We all prayed and concluded the morning devotion by saying the Lord’s Prayer 
in unison. This is how the day typically started at the NPO. This process was then followed by 
the daily announcements and thereafter the care workers went to conduct home visits. There was 
one particular announcement that caused a commotion on this day. This announcement was 
about money. 
It was about a monetary contribution which had been requested from the care workers. One of 
the office workers was demanding that those that had not made the R20 contributions which she 
had requested the previous week should do so as soon as possible. There was chatter all around 
the room and nobody paid her any heed. She lost her temper and ordered everyone to keep quiet 
which was followed by a very uncomfortable silence. She made a threat that if they did not give 
her the money willingly, she would deduct it and any other outstanding donations from their 
stipends. She read out the names of the individuals that had not contributed. Those individuals 
seemed to upset by this, however they did not say anything. I asked a care worker that was sitting 
close to me what this money was for. This care worker explained that it was transport money for 
two other care workers who are undergoing a course to become auxiliary social workers. The 
classes take place at an accredited institution in the capital city of the province. She explained 
that the NPO selected the two care worker’s to attend this course which was being paid for by 
means of a bursary from the Department of Social Development. The two care workers attended 
class twice a week bi-weekly. 
I asked the care worker why the transport money for the two care workers was being requested 
from them. She explained that those two care workers that were studying did not receive a 
stipend like the rest of them because the NPO had given them the opportunity to study further. 
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The families of the two care workers could not afford to assist them with the transport money 
sometimes. In those instances, the two individuals would notify the NPO and a request was made 
from the rest of care workers for contributions. The care worker that was explaining this to me 
further explained that the other outstanding amounts which the office worker was making 
reference to were monetary contributions that the care workers usually made and gave to a 
fellow care worker that had a death in their households. I asked if that was an office tradition or 
just a gesture that they extended out of goodwill. She said that the funeral contributions were part 
of their office tradition but she felt that it is something that they should do out of the goodness of 
their hearts, because sometimes it is too difficult for them to make those contributions especially 
if it is for multiple causes happening at the same time because they get a small stipend which 
they can barely survive on. They received a stipend amount of R1900 per month. She shrugged 
her shoulders as she added that if they refused to make a contribution the office worker would 
tell the NPO manager and they feared getting in trouble for not being cooperative in the 
workplace. The office administration staff member concluded the announcements by threatening 
to give the list of the names of people that still owed money for all the contributions to the NPO 
manager if they had not done so by that Thursday, because she felt that they did not respect her. 
Everyone was dismissed and left to go and do the home visits. 
As we were leaving the NPO premises the auxiliary social worker reminded everyone that they 
should take turns in taking me to meet their recipients of care so that I can recruit the participants 
for my study. Two of the care workers who had gone with me the previous day, Njabulo and 
Zodwa waited for me half-way to the gate as the three of us noticed how the other care workers 
were ignoring the social auxiliary worker and scurrying away. Njabulo chuckled and proceeded 
to tell me about the fears that some of the other care workers had expressed about my presence at 
18 
 
the NPO. Some of the care workers had told him that they did not want to take me along to the 
home visits because they thought that the social auxiliary worker and the NPO manager might 
have asked me to spy on them during the home visits and then give feedback about how the care 
workers conduct themselves during the home visits. He also added that another reason is that 
after signing in at work some of the care workers do not go and do the home visits. There are 
days when they go off and run their own errands and then come back to sign out at four o clock 
to sign out. He explained that the reason why the care workers do that is because they are not 
given off days and they are not entitled to any form of leave either. He said that sometimes they 
have urgent matters that they need to attend to and when they ask for the day off, they are 
informed by the office workers that the money for the missed day at work is going to be 
deducted from their stipend. They therefore just leave after signing in. Zodwa also added that 
there are care workers who decide to go and just sit at home and then come back to sign out at 
closing time. The three of us walked out of the gate and went off to the homes of the recipients 
of care as they told me these things. Instead of being offended by this information I thought back 
to the events that unfolded during the daily announcements earlier and I was astonished by what 
seemed to be a regimented work environment. 
Njabulo and Zodwa went to all their home visits as a pair. All of the care workers went in pairs 
for safety reasons. Each pair discussed between themselves how they would carry out the home 
visits so that by the end of the month they have covered all the recipients of care that were 
allocated to each of them. We had gone to Zodwa’s recipients of care the day before. So, on that 
day we were going to Njabulo’s recipients of care. We carried two umbrellas and bottles of cold 
water as we walked in the scorching heat. There was an unbearable heat wave during that time. 
We bought snacks from the street vendors along the way to distract ourselves from noticing the 
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long distance we had to walk. Zodwa advised me to get a strong pair of shoes because the 
sandals that I was wearing would soon get worn out from all the walking after two weeks. The 
roads we used were not tarred. Both of them wore heavy duty shoes which are commonly worn 
by construction workers. They told me they had saved up to buy the shoes for themselves and 
that as much as the shoes cost them a lot of money, they were satisfied that they had made that 
financial sacrifice because it meant that they only spent money on shoes for work twice a year.  
When we arrived at the first house, we found a 29-year-old woman by the name of Dimpho. 
After we exchanged greetings the care workers introduced me to her, they told her why I was 
there with them and then gave me a chance to speak to Dimpho about my study. I explained my 
study to her in Sotho so that she could understand. She expressed interest in taking part in the 
study and I took down her contact details. After our brief exchange she went back to engaging 
with the care workers again. She told them about how she had a persistent stomach ache over the 
past two days. They told her that she should go to the clinic to check if it was not something 
serious. Njabulo asked her to sign two evidence forms which served as proof that they had been 
to her house and seen her that day4.  
Dimpho’s house was a one room shack with no windows. There were two double sized beds 
placed next to each other because there was no space and a small kitchen cupboard. There was 
no distinction between the bedroom and the kitchen.  A maroon curtain ran along the length of 
one of the walls. There were nails in the remaining three walls from which a church uniform, 
jackets and the picture of the bishop of the Zion Christian Church (ZCC) were hanging. There 
were only two chairs in the house because of the limited space. Dimpho lived with her mother 
                                                 
4 The names of these forms are number of adult beneficiaries receiving psychosocial support 
services and number of vulnerable households receiving psychosocial support services. 
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and her three minor children below the age of 10. She and her mother were migrant workers 
from Lesotho, and they moved to this province nine years ago and lived in the city as live-in 
domestic workers. They started living in Letsholo township four years ago because they wanted 
to establish roots in South Africa and stay here permanently. As we walked out of the house 
there was an older woman sitting outside who was not there when we arrived earlier. It was 
Dimpho’s mother. Njabulo told the older woman that they are still waiting for the day when she 
will start taking her treatment in a convivial tone. She was also HIV positive, however she 
refused to take treatment. The reason why Dimpho’s mother was not taking treatment is because 
she went to the Zion Christian Church and she had told the two care workers that she drinks tea 
from her church which she believes has healing properties and it will heal her. We bid them 
goodbye and carried on with the home visits.  
We went to five more houses where the care workers introduced to more women. I spoke to the 
women about my study and collected the contact details of the women who expressed an interest 
in taking part in the study. Most of the recipients of care that we found in the homes were 
women. They knew on which days to expect Zodwa and Njabulo and they made sure that they 
were home on those days. I noticed how well the care workers knew the recipients of care and 
were in tune with what was happening in their lives. The conversations seemed to continue from 
where they left off on the previous visits.  When we arrived at the last house, we found a 46-
year-old woman whose name is Lesego. She shared with the care workers how she was 
struggling to get a disability grant for the youngest of her three children who she described as 
having an inability to control his emotions and had a short concentration span. She said that she 
was being sent from pillar to post by the clinic and relevant NPOs and was not receiving the 
information that she needed in order to apply for a disability grant. She also added how 
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frustrating the whole experience was for her because she wanted to start a business selling 
takeaways outside a school so that she can stop depending on her partner of 21 years financially. 
She said that she was unable to start the business because she constantly needs to be at home 
looking after the child because he wanders off to other people’s homes if he is left unattended. 
The care workers sympathized with her but could not offer her any assistance because they did 
not have any useful information on how she could tackle these issues either. They just 
encouraged her to keep trying and not to lose hope. They then asked her to sign the evidence 
forms. It was one o’clock and lunch time when we left Lesego’s house. We were close to the 
NPO, so we went to go and have our lunch there.  
I noticed that Njabulo and Zodwa alternated in who came with lunch to work and shared the 
same lunchbox. If neither of them came with lunch they would put together some lose cash and 
buy one bunny chow for R10 and shared it. That day Zodwa came with the lunch which was 
mielie meal, cabbage and chicken. I observed the other care workers. Some were sitting inside 
the office while the rest sat outside behind the building having their lunch. Those who did not 
have anything to eat sat a bit further away from everyone else. It was uncomfortable eating while 
there were other individuals who sometimes looked hungry but had nothing to eat and sat by 
themselves. As the weeks went by, I noticed how it was something that happened regularly. 
When we finished eating, we spent the rest of the day just sitting outside the office waiting for 
the knock off time at four o clock. We had managed to cover all the home visits for the day 
before lunch. 
After finishing my lunch, I excused myself from Njabulo and Zodwa and I went and sat with 
another care worker by the name of Katleho who had been sitting alone since she came back 
from the home visits. I asked her out of curiosity why she sat in isolation. She told me that she 
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was avoiding trouble. She described the workplace dynamics between the care workers which 
were characterized by gossip and what sounded like backbiting. According to her this had often 
resulted in conflict within the workplace. She also said that she was also trying to avoid 
commenting in the presence of her co-workers about some of the unsatisfactory things that were 
happening in the workplace because there were some care workers who would sneak this 
information to the NPO manager so that the NPO manager can favour them. My understanding 
of why this was possibly happening, based on what I had learned while I was at the NPO, was 
that the contracts of the care workers were renewed annually and the NPO manager had the 
prerogative to hire or dismiss anybody. Lesego concluded by saying that her two children and 
her parents depended on her stipend to survive, so she did not want any trouble that could 
compromise her source of income. 
After three o clock the rest of the care workers started streaming in coming from the home visits. 
They looked exhausted from walking in the heat all day. Some of them walked a distance as far 
as seven kilometres to the sections where they conducted their home visits. At four o clock 
everyone signed out and we went home. I sometimes walked with some of the care workers who 
walked in the same direction as me. Some of them stayed much further than where I stayed. 
Most of them could not afford to take a taxi to work because the transport cost would make a 
significant dent in their meagre stipend, so they walked to and from work.  
By the end of my first week at the NPO I managed to collect the contact details of 20 women for 
my sample. I had 15 confirmed interviews at the end of the second week. I conducted the first 
eight semi-structured face-to-face interviews and as I started to pick up on emerging themes, I 
realized that in-depth interactions and several follow up interactions with only five women 
would yield richer in-depth data. I made arrangements to visit five women from February 2019 
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to May 2019 at their homes, where we would have conversation style interviews and I would 
observe how they interacted with their environment. Getting detailed narratives of the women’s 
life histories would help me as the researcher to gain a deeper understanding of the aspects that 
influence the life choices and shape the vulnerability of township women to HIV infection. 
My total research field work spanned from October 2018 to May 2019. I was based at the 
Thuthukani home based care NPO from October 2018 to December 2019. Thereafter from 
January 2019 to May 2019 I focused on the case studies of the 5 main informants. In order to 
expand on some of the findings that I had made while I was still at the Thuthukani home based 
care NPO, I started to conduct interviews with NPO workers from other NPOs that are also 
involved in HIV work. The names of the other additional NPOs are Calvary Cross which is also 
a home-based care NPO as well as Lesedi House drop-in centre and Full life drop-in centre 
which are both drop-in centres5. The last NPO is Fezokuhle Women Empowerment which 
focuses solely on women working as sex workers6. I also conducted interviews with several 
                                                 
5 The home-based care centres provide psychosocial support to vulnerable households and issue 
them with food parcels. Drop in centres provide psychosocial support and cooked meals to 
vulnerable children who go there to eat breakfast and lunch during the week. The child and youth 
care workers at the drop-in centres also assist the children with homework as well as provide 
psychosocial support to the families of the children. These NPOs also assist people to acquire 
important documentation such as identity documents which they need, to apply for social support 
grants from the government. 
6 The care workers at Fezokuhle Women Empowerment go to brothels and other sites where 
commercial sex workers operate and provide them with HIV testing and counselling service as 
well as supply them with condoms. The care workers at this NPO are former sex-workers. They 
teach sex workers how to negotiate safe sexual practices with their clients.  They also inform the 
sex workers about the importance of working together in pairs or groups; in the form of a buddy 
system so that they can make each other aware of the details of the clients that they drive off with. 
This was motivated by the many incidents of sex workers who were raped or physically assaulted 
by clients who refused to pay for services rendered to them. Lastly, the care workers also coach 
the sex workers how to negotiate payment before providing service to clients. The NPO is currently 
involved in activism work that is aimed at the decriminalization of sex work in South Africa. The 
care workers encourage the sex workers that have been violated to report the matter to the police. 
At the time of the interview the care workers informed me that the NPO was working in partnership 
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other informants including those from the local clinic, the Department of Social Development 
and informal women social support groups in Letsholo township. Lastly, I used a thematic 
analysis to analyse the data. The data analysis as well the write up process required me to step 
back regularly and exercise reflexivity so that I can maintain some objectivity because I was too 
close to the environment that I was studying. 
Positionality  
Positionality refers to the social and political position of the researcher in relation to the 
participants of the study. The positionality of the researcher can influence the study at all levels; 
from the nature of the research questions, the recruitment of the participants and the way in 
which the research findings are presented (Coghlan & Brydon-Miller 2014, 3). Throughout my 
research there were two categories of interactions where I felt I needed to be extra mindful of my 
positionality and exercise much reflexivity. The first category was my interactions with the 
sample of HIV positive women that I interviewed, and the second category was with the NPO 
workers at the NPO which hosted me for the study. With the research participants I felt that I 
should have had more confidence in my instincts as a researcher and viewed the women in my 
sample as I would have viewed other women in the township. The reason I say this is because I 
had consulted with some academics who had previously done research in the area of HIV and I 
was cautioned about how the participants in my study could try and give me socially acceptable 
answers because they may be ashamed of how they contracted the disease7. Secondly some of 
                                                 
with legal practitioners that will provide legal representation pro-bono, for sex workers who 
experienced secondary victimization at the police station when they went to report cases of 
violence. 
7 Social desirability occurs when research participant responds to research questions in a manner 
which they deem to be more socially acceptable instead of providing the real answers especially 
in a study that involves a sensitive issue or a taboo topic that speaks about sexual matters. Research 
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the advice that was given to me seemed to suggest that HIV positive women may be reluctant to 
participate or commit to the study until the end because they fear stigmatization. I therefore went 
into the field with this conscious feeling I needed to be extra sensitive when I conduct the study. 
When I first met the women during the recruitment stage, most of them were very welcoming 
and eager to participate in the study. After I interviewed the first set of informants, I reflected on 
how I had conducted myself when I was with the women. When I listened to the tape recordings 
of the first three interviews, I realized that I was holding back. The participants were free and 
openly answered the questions that I asked them irrespective of the age difference or the subject 
matter. I on the other hand was very guarded in how I asked the questions and I sometimes failed 
to probe deeper because I thought that I might offend them. This was a concern for me because it 
could affect the depth of my interviews and the richness of the data that I collected. I took a step 
back and I revised my thought process to fit in with the setting where I was conducting my study. 
I realized that the other reason why I was holding back is because I was feeling insecure about 
my status as an educated Black woman who is doing an advanced degree. Based on my past 
experience as a resident of Letsholo, I expected the women to be reluctant to assist me because 
they are marginalized and have not been lucky to have the privileges and the opportunities that I 
have had. To my surprise this was not the case at all. I experienced this type of resistance with 
the care workers at the NPO that was hosting me instead. 
When the senior staff member at Thuthukani initially introduced me to the care workers she told 
them that I am a qualified social worker, however I was still studying and pursuing a master’s 
degree in the field of Development Studies. She asked them to accommodate and assist me as 
                                                 
participants tend to underreport aspects which are socially undesirable while over reporting those 
which are deemed to be socially desirable (Krumpal 2013, 2025; Lavrakas 2008, 825). 
26 
 
much as they could with my study, particularly by introducing me to the HIV positive women 
who are recipients of care at the NPO. Not all of the care workers were obliging as I have already 
explained above. I experienced animosity from two thirds of the NPO workers. Some of the care 
workers took me grudgingly with them when they went on home visits. I sensed that it is because 
they thought that they were assisting me with my schoolwork and in the end I would have even 
more life opportunities than they did, and they would remain in the same position. I dealt with 
this situation by being empathetic towards their life experiences and by relating with them 
respectfully and professionally at all times. 
I was often asked whether or not I had children. My response that I did not have children was 
often met with shock because many young women have children and the struggles of single 
parenthood, constant struggles with intimate partners and the ongoing struggle to survive in a life 
poverty has become part of the social fabric in Letsholo. A lot of young women are on survival 
mode. The majority of the care workers were woman and we were in the same age bracket which 
is 25 to 35 years old. Most of them did not have educational attainment beyond grade 12. They 
therefore spent most of their days submitting curriculum vitae at retail stores, call centres and 
applying for cleaning posts at government departments all with the hopes of getting a better and 
permanent source of income.    
I was a university graduate pursuing my second degree and I have no children and it also seemed 
to them like I was under no pressure to make financial contributions at home.  In their eyes those 
factors signified two things about my situation, the first being that I have wrestled with very few 
struggles throughout my life and secondly that I come from a financially secure background and 
seemed to have nothing in common with them. To some I seemed like a failure for not getting 
work with my first degree so that I could support my family. Some of the care workers would 
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even scoff at me and ask me what the point of having a higher education qualification was, when 
I was still struggling to find employment. They felt that they were in a better position because 
they were receiving a stipend which to them seemed better than no income at all. The pressure to 
start contributing to towards household needs as soon as you finish high school is the reality for 
most of us young people in Letsholo. This is because there are so many families that live hand-
to-mouth and ambitions to study further while the household is living in poverty are sometimes 
as seen as a selfish choice.  
I experienced a lot of silent internal guilt when I interacted with the NPO workers because the 
reality is, I have faced and continued to face similar struggles to theirs that were strongly shaped 
by social inequality. I was fortunate in that I was exposed to certain opportunities which enabled 
me to continue with my studies after I completed my high school education and I was therefore 
able to make different life choices. I think that this experience is a reflection in itself of how the 
women would make different life choices if they had more options. In the end, as I reflected, I 
realized that I had to sway more towards silent observation instead of active communication with 
some of the workers in order for me to succeed in gathering the data that I needed. The most 
important thing to me when I was at the NPO was getting a clear picture of the functioning of the 
NPO and how this speaks to my research study. It was important that I get included in as many 
NPO services as possible. I did ask questions about the things that I observed from the staff 
members that were more open to assisting me.  
The few care workers who assisted me with the information that I needed were those who were 
inspired by my academic journey. They were happy to have the opportunity to interact with 
someone who came from the same township as they did and who had managed to deviate from 
the common social trends by breaking several social barriers. I know of very few women who 
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pursue advanced degrees in Letsholo township. The care workers who assisted me were recent 
matriculants. Some of them met the university entry requirements but lacked the funds and 
information about funding which was available for students that came from disadvantaged 
backgrounds. They wanted to know about the options and opportunities that were available for 
them to further their studies while they worked at the NPO because they needed the stipend to 
support themselves. They were potential first-generation graduates in their families.  
Chapter outline 
Chapter 2: Everyday suffering and structural violence in Letsholo. 
In chapter two I provide a depiction of the lived experiences of the women as they grapple with 
various forms of direct violence and structural violence. I discuss how these forms of violence 
are interlinked with social, economic and political factors that interact in ways that cause the 
women to become vulnerable to HIV infection. I conclude the chapter with the women’s present-
day paradoxical involvement with NPOs that provide care. The NPOs are supposedly playing a 
role in developing and empowering the women, however the circumstances of the women seem 
to suggest the opposite.  
Chapter 3: The commodification of HIV: women's narratives of involvement with NPOs. 
This chapter is about the women’s involvement with the NPOs. The NPOs attract the women by 
promising them food parcels in exchange for their HIV status and personal information, which 
the NPOs need in order to approach donors for funding. The findings seem to suggest that 
attracting income is prioritized by the NPOs over service delivery to the recipients of care. I also 
discuss how it is not just the recipients of care that are vulnerable to exploitation by the NPO 
sector, but the NPO workers themselves, particularly the care workers. The HIV positive women 
find ways to bridge the gap by developing organic forms of social support for themselves, which 
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operate without these exploitative structures.  These social support groups are discussed in detail 
in chapter four.  
Chapter 4:  Informal social support groups for women in Letsholo. 
This chapter is about the organic forms of social support which the women in Letsholo have 
developed for themselves that function outside of the NPOs. The findings show that HIV 
positive women in Letsholo tend to associate together in social formations that existed before 
they knew of their biological status. These are competing forms of citizenship against the 
commonly accepted Western biomedical citizenships. The social support groups that the women 
have developed help the women to navigate the material challenges of living in poverty and 
struggling with adherence to treatment. I compare the role played by these organically formed 
informal social support groups to that of formal groups such as the clinical support groups like 
adherence clubs as well as churches. I discuss how these informal groups could possibly be 
empowered to create sustainable livelihoods for the women in addition to the social support that 
these groups already provide to the women. I draw this chapter to a close by highlighting how 
development agents and scholars have the tendency to overlook the influence of these informal 
social support groups. I underline how the top-down approach to development that is often 
imposed on communities misses the opportunity to make a significant change in the lives of the 
people because it is out of touch with the needs of the community members. 
 Chapter 5: Conclusion 
This chapter summarizes the key findings of the study.  The chapter concludes the dissertation 
with a set of recommendation of practical steps which can be taken by the funders of the NPOs 
to provide care that is empowering and has a sustainable impact on the lives of the women.  
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Chapter 2: Everyday Suffering and Structural Violence in Letsholo 
 
In studying the vulnerability of women to HIV it is imperative to understand the adverse 
interaction between the economic, social and political environment of the sufferers (Ostrach & 
Singer 2012, 258). In this findings chapter I discuss how exposure to direct violence, structural 
violence, poverty and issues of sexual reproductive health that women from Letsholo have 
endured throughout their lives, have resulted in the women being marginalized and thereby 
rendered them vulnerable to HIV infection. I achieve this by analysing case studies of the lives 
of three women from Letsholo township. I provide a depiction of the lived experiences of the 
women and the events which exposed them to HIV infection. Violence both direct and indirect, 
was found to be a persistent theme throughout the lives of the women. I have used the theories 
on gender-based violence of men towards women and structural violence, to discuss how these 
two forms of violence interlinked in ways that placed the women at risk of HIV infection.   
Direct violence 
Not only is violence destructive, it also subjects the individuals to pain, shortens their lives and is 
often a catalyst for rapid and unfavourable changes in the lives of individuals (Walby 2013, 195). 
Situating HIV in the framework of violence is crucial because it highlights the life histories of 
the individuals and the trajectory that their lives have taken as a result of the violence that they 
have experienced. Doing this therefore places the focus on the dynamics that force the 
individuals down paths that, little by little or unexpectedly increase the individuals’ susceptibility 
to infection (Lockhart 2008, 108). Gender based violence against women includes intimate 
partner violence, sexual assault, sexual harassment, forced marriage, trafficking of women, 
femicide and other typed of violence that are gender based (Walby 2013, 199). There is 
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significant evidence in literature that links physical and sexual violence to sexual and 
reproductive ill-health in young girls and women (Wood, Lambert & Jewkes 2008, 45). Cross-
sectional studies have shown a link between intimate partner violence, gender inequality in 
relationships and an increase in HIV prevalence for women (Jewkes, Dunkle, Nduna & Shai 
2010, 41). Violence fuels power inequities and the violence that the women in my study 
experienced was influenced by the existing gender inequities and power differences at a micro 
and macro level.  
 
Structural violence  
Structural violence refers to political arrangements in society which expose certain individuals, 
groups and communities to harm (Farmer, Nyeze, Stulac & Keshavjee 2006, 449). The theory on 
structural violence provides a useful framework for understanding how social structures 
constrain the agency of individuals to such an extent that they cannot meet their essential human 
needs adequately and the opportunities for them to fulfil their aspirations are also very limited. 
Structural violence in contrast to personal violence occurs indirectly in that the there is no 
specific actor or object that carries out the violence (Ho 2007, 2-3, 5). It is structural violations 
that cause impairment to individuals. This violence is imbedded in social structures and it 
manifests itself as inequality. Structural violence describes how social structures such as the 
economy, race, politics, religion, culture and the law impede individuals from reaching their full 
potential. Structural violence is built on exploitation and is a result of the unequal distribution of 
power. There is a certain sector in society that benefits, mostly economically from these 
structural inequalities. This means that there are decisions made by certain individuals in power 
that cause impairment to the powerless which are in fact avoidable (Farmer et al 2006, 449). The 
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effects of these decisions end up lowering the degree at which certain individuals in a society 
would be able to meet their needs to a lower level than otherwise possible. The agency of these 
individuals that benefit is enhanced at the expense of the constrained agencies of the 
underprivileged and oppressed. These decisions which become institutionalized over time are an 
underhanded assault to the dignity of the disadvantaged (Farmer 2004, 307). In most cases the 
damage that comes as a result of these decisions is permanent and damaging.     
“When you are a woman you hide a lot of things” 
I sat with Beauty, a 47-year-old woman in the parking lot of a local mall where we usually met. 
She had insisted that we meet there because she was concerned about my safety if I went into the 
hostel where she stayed. She lived on the furthest end of a very old hostel in one section of 
Letsholo township. The hostel had dilapidated buildings and a poor sewerage system. She had 
told me that there were young men who liked to sit on the corners of the streets and bothered 
young women who passed by. She was certain that they would definitely bother me because I 
was not a familiar face in their neighbourhood. I know the hostel to be very overcrowded and the 
majority of the occupants there are migrant workers from the Eastern Cape. Beauty explained 
that most of the people who come into our province in an attempt to escape poverty in the 
Eastern Cape usually go to the Lethsolo hostel when they first arrive here. When she first arrived 
in Letsholo she was called by her brother who lived in the unit which she now stays in with her 
children and her brother has since gotten married and moved out.  
Beauty works at Fezokuhle NPO as a care worker. She is a former sex-worker. She was born and 
raised in the Eastern Cape and her highest level of education is grade ten. She moved to Letsholo 
when she fled from her abusive husband with her four children 12 years ago. She was 18 years 
old when she was forced into an abusive marriage. After her parents died, she and her four 
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younger siblings were left with their grandparents in the Eastern Cape. This placed her in a 
vulnerable position because since her grandparents were struggling to provide for her and her 
siblings, they married her off in exchange for money in the form of dowry.  
I was not happy when we got married it’s like that thing of ukuthwala8. His parents told 
my grandparents that they have chosen me to be their son’s wife. My family said I must 
get married because they needed the money. I got married. There was nothing that I could 
do, my parents were dead, and my grandparents needed money to look after me and my 
siblings. 
Beauty dropped out of school when she got married. She was coerced by her grandparents to 
marry the man because her family was poor. Beauty told me about how her husband would batter 
her in what she described as a loveless marriage. She said that she never experienced any 
happiness in the marriage. She added that she did not express her discontentment to her 
grandparents because she felt helpless. Her grandparents were taking care of her siblings and she 
did not want to burden them even more with complaints about the marriage.  
I even got a miscarriage. When I gave birth that baby was green on one side, he was brain 
damaged and he passed away a few days later. They asked me several times at the hospital 
                                                 
8 Ukuthwala is a culturally accepted custom among the Xhosa people in rural Eastern Cape 
whereby a man abducts a girl as an indication of his intention to marry her (Kaschula, Huisamen, 
Mostert & Nusilela 2013, 143; Rice 2014, 381). The purpose of the abduction is to compel the 
girl’s parents or guardians to support marriage negotiations. The abduction usually happens 
without the girls consent. There are, however, instances where the process does take place with 
the girl’s consent or that of her parents or guardians (Kheswa & Hoho 2014, 2808). Kheswa & 
Hoho (2014, 2808) argue that poverty is the driving force behind parents selling vulnerable girls 
in exchange for money in the name of the tradition. This practice interferes with the girls’ 
educational rights, makes them vulnerable to domestic violence and forced sexual intercourse 
because of the gendered power difference and it also creates opportunity for human trafficking 
(Kaschula et al 2013, 143; Monyane 2013, 64). Beauty likens her experience to ukuthwala. In her 
case however it was not exactly ukuthwala because she was not abducted. The intentions, process 
and consequences for her grandparents marrying her off at a young age, however, are similar to 
those experienced by young girls who are subjected to this tradition. 
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if my husband beat me up. I said no. I hid my scars and my bruises. When you are a woman 
you hide a lot of things. 
I asked Beauty to explain what she meant by the last statement. She said that as a woman she 
was taught that she needs to endure a lot of things and make self-sacrifices for the sake of the 
wellbeing of her loved ones. She said that she was scared that the hospital staff would report the 
abuse to the police which would lead to her husband being arrested. She added that she feared 
reproach from her grandparents and that her in-laws who would accuse her of ruining her 
husband’s life if he was imprisoned as a result of her failing to keep their marital affairs private. 
Secondly, she said that her husband was the breadwinner and she did not want her children to 
suffer therefore she kept quiet about the abuse. The trauma and anger that she experienced 
following the death of her baby is what motivated her to seek assistance from the police 
eventually. Beauty shared her experience with the police when she went to report the domestic 
abuse, 
Even the police when I got there and told them that I want to separate from that man they 
said to me “what are you talking about? You say that you don’t love this man, but you have 
four children with him”  
Beauty experienced secondary trauma and a sexist attitude from the policemen who mocked her 
when she went to the police to exercise her right to legal protection. They trivialized her 
assertions and decision to leave the marriage because she had four have children with the 
husband during the course of the marriage. The assumption is that Beauty consented to intimacy 
with the husband. Studies show that religion and the law play a major part in perpetuating the 
assumption that women owe men sex in a marriage especially if one considers the pervasive 
notion about the conjugal rights of the husband (Bandali 2011, 1171; Madiba & Ngwenya 2017, 
55; Nyamhanga & Frumence 2014, 6). There is a long-standing perception that a woman who is 
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married cannot be raped. The credibility of such allegations is usually brought into question 
when a wife reports that she was raped by her husband. Social institutions “specifically religion, 
the law, and education… legitimise violence against wives” (Marino 1984, 9). There are laws 
that protect women against domestic violence such as the Domestic violence Act, however the 
implementation of this legislation is still a problem.  
A study conducted by Wood et al 2008 48, 58-59) in the context of rural Easter Cape indicates 
that the actions of a man who is abusive towards his wife or girlfriend are accepted and justified 
if the woman fails to carry out the duties expected of her within the home especially if the man 
tried to talk to her first and she still did not do as she was told. There are also socially acceptable 
degrees of violence that a man is allowed to inflict on a woman. The rule of thumb is that the 
injuries inflicted by the man on the woman should not be extreme to the extent that they affect 
the woman’s daily functioning. In a lot of instances when the woman reports her injuries to 
health care workers and the police in this context the injuries are trivialized. The community 
members, the woman’s family and the man’s male peers usually intervene when the man had 
exceeded the accepted level of violence towards the woman. Domestic violence is still 
sanctioned in some settings. While this study by Wood et al could possibly be outdated, the study 
was conducted while Beauty was still staying in the Eastern Cape and provides supporting 
information about the background in which she had these experiences.  
Starting over and fighting for survival 
When Beauty finally mustered the strength to leave the marriage, she moved to the hostel in 
Letsholo. The husband became estranged to her and the children and he has never taken care of 
the children’s financial needs ever since they left him. When she arrived in Letsholo she was 
struggling to take care of the four children financially. She said that her brother assisted them 
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with shelter, however she needed to find a way to feed her children and put them through school. 
She got her first job as a cleaner. 
I decided that I must do something. I got a job as a cleaner at a hotel. In that job, I was paid 
R800 a month. This R800 mostly covered my transport to work. What about my children? 
While I was cleaning at the hotel, I saw that those ladies [sex-workers] were making 
money. I decided that I can do this if I just use protection. First day I felt very out of place. 
I was like no, no, no I don’t like this thing and then I just went to play fafi 9and when I 
looked at my money, I thought no this money is not enough. I went back [to sex-work] 
because I needed to assist my daughter financially because she was training as an ancillary 
nurse.  
Due to her lack of educational attainment and skills, the only employment which Beauty could 
find was in low paying jobs such as cleaning and the small wage she was earning was not enough 
to enable her to take care of her family. She considered other financial alternatives such township 
gambling called fafi however her earnings were still insufficient. Her options seemed to get 
narrower. She eventually decided to become a sex worker because she could make enough 
money to take care of her family. While Beauty cites the costs of traveling as the reason for her 
leaving her job, the problem is much bigger than that because even as a sex worker she still had 
to spend money on transport.  What Beauty is referring to regarding most of her wage being 
spent on transport to work is the reality for many people in the township. This can be linked to 
the spatial planning of the government during apartheid. If one for instance considers the town of 
Vredeville; it was previously occupied only by white people. Just outside Vredeville there is a 
                                                 
9 Fafi is a type of illegal betting that is played in Black South African townships by women and 
men. The players can bet any number between 1 and 36 and there are images attached to those 
numbers. The players usually use dream interpretation to choose the betting numbers (Birberick 
2018, 69). This game was used to supplement the livelihoods of Black and Chinese people living 
in urban areas during apartheid (Molebatsi & Huynh 2020, 81). 
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residential area called Driekoppies which is occupied by Coloured people. Further down there is 
another residential area called Dovernport which is occupied by Indian people. Both those areas 
are not that far from Vredeville and the cost of traveling to town costs less in comparison to 
travel costs from Letsholo township. Letsholo which is the biggest township in the region is 
situated very far from Vredeville. The effects of the spatial planning on the people of Letsholo 
and many other townships in South Africa, which was based on racial segregation by the state 
that was in power during apartheid, gives evidence to the claims made by (Farmer et al 2006, 
449), about the pervasiveness of the social structure that were created historically by those in 
power and how such structures still continue to cause impairment to the lives of the 
disadvantaged presently.  
The design of and legislation of South Africa’s major cities, according to the Group Areas Act of 
1950 was done in such a manner as to enforce “spatial marginalization” of the Coloured, Indian 
and Black South Africans by limiting them to the outskirts of the cities, peri-urban areas and 
informal settlements (Parker & Rubin 2017,2). Despite the 26 years of democracy South Africa 
stands as the second country in the world with vast socio-economic inequalities (Mogale 2005, 
135). The policies which were enforced by the apartheid government have shaped and damaged 
the spaces and socio-economic setting in which the citizens map out their daily lives and try to 
attain their goals. These historical spatial injustices and many present-day inequalities continue 
to influence the daily practices of individuals such as where they live, build families and work.  
These persistent racial inequalities manifest as unequal access to employment opportunities, 
education, healthcare and housing. The disjuncture between where individuals can afford to live 
and where economic opportunities are concentrated causes many poor people to stay suffering. 
Beauty’s life today 
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Beauty expressed wistfully how she thinks that her life could have been different had her parents 
not died while she and her siblings were still young. She expressed how she earnestly wanted to 
go far in her education. She added that it is because of this reason that she continued working as 
a sex worker so that she could assist her daughter to complete her course as an auxiliary nurse. 
She wanted her daughter to have better life opportunities in comparison to her. She has since 
stopped working as a sex worker and is currently working at an NPO. Beauty expressed her 
gratitude for the opportunity that the owner of Fezokuhle Women Empowerment NPO had given 
her with her current job as a care worker. She cited the dangerous nature of sex-work as the 
reason why she was glad that she had another source of income, 
It was terrible working as a sex-worker. A man once sped off with me in his car and raped 
me inside the car. When we drove off again, I jumped out of the moving car because I had 
no idea where he was taking me and I feared for my life. I don’t regret everything that I 
did to make sure that my children are taken care of though. I wish that people can stop 
looking down on sex-workers. There are a lot of ladies that use that money to improve their 
lives. There was this young girl that used the money to pay for her degree in Education at 
UNISA. She graduated with a degree a while back. 
She told me that as she was happy to have a steady source of income working as a care worker. 
She also shared how she had started to become more and more anxious as she grew older 
because being a sex-worker has an expiry date. She explained that the male clients preferred 
younger women, therefore older women struggle to attract clients. This made older women even 
more vulnerable because they were more likely to agree to engage in unprotected sex with clients 
out of desperation for money especially if the clients offered them a higher amount for sex 
without using a condom. She expressed that over and above all, as a former sex worker, she was 
happy because she was able to empower sex workers on how to protect themselves in the field; 
by teaching them how to negotiate protected sex, negotiate payment skills and encouraged them 
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to report any assault they experience to the police. This is the type of support that she wished she 
had while she still worked as a sex worker. She also disclosed that the stipend that she earns as a 
care worker was too little, therefore she still calls some of her old clients or she goes and stands 
in the streets as a sex-worker sometimes when she experiences financial shortages. The only 
difference is that she can now decline the clients that want to have unprotected sex because she is 
no longer as desperate for money as she was before she had the job at the Fezokuhle Woman 
Empowerment NPO10.  
“That is how my life got mixed up”  
Vuyelwa was a 31 year old woman from Letsholo. She studied up until grade 12 but failed the 
grade. She stayed in a small sparsely furnished two roomed shack with her five minor children 
and her boyfriend. When Vuyelwa was six years old her parents separated, and her mother went 
away to start a new life on her own. She and her younger brother stayed with their father on their 
paternal uncle’s property. The uncle was well off and assisted them financially.  Her father 
assaulted her sexually from when she was six years old until she was nine years old. At night 
when everyone was asleep her cousin, the uncle’s son would also rape Vuyelwa. One day when 
she was nine years old, she resisted her father’s advances and he grabbed her wrist and almost 
broke her arm.  She spoke out to the uncle’s wife about this incident and following an 
examination at the clinic her father was arrested. Even though Vuyelwa’s father was arrested the 
uncle’s son still continued to rape Vuyelwa at night. When Vuyelwa was eleven years old she 
decided to tell the uncle’s wife that her son was also raping her. She says that the aunt refused to 
                                                 
10 Fezokuhle NPO was the only NPO that specialized in HIV prevention in sex work in Letsholo. 
The NPO receives a large sum of money from an international donor that is funding this project as 
a result. The care workers at this NPO received a stipend that was double the amount that the care 
worker from other NPOs received which amounted to R3800 per month. 
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believe this. The aunt asked her son if he had raped Vuyelwa and the son denied it. The manner 
in which the events unfolded on that day defined how the rest of Vuyelwa’s life would turn out. 
She shares how her life changed from that day onwards, 
She asked my cousin if he had done such a thing to me and he said no. Then that’s how it 
ended just like that. She rebuked me and said that I was telling lies about her child. She 
then wrote a letter, packed all of our things inside a “no problem” [a big all-purpose bag] 
and she sent me and my brother away to go live in Edendale with our estranged mother. I 
then had to take care of my mother who was HIV positive until she passed away a short 
while later. We were then sent to go live with my grandmother in rural Eastern Cape. So, 
that is how my life got mixed up.  
The end that Vuyelwa refers to in the extract is not just a reference to the dismissive manner in 
which the uncle’s wife treated her disclosure of the sexual assault without any in depth 
investigation. It signifies the closure of her childhood and any dreams and aspirations that she 
had for her life. According to Vuyelwa the uncle and his wife are educated and had well-paying 
jobs. She says that this was the case for all the other children that grew up in that household. One 
day as she was walking me out, when we reached the gate away from earshot, she stood there 
with her shoulders squared and she said with a very shrill voice, that sometimes when she sits 
alone reflecting on what her life looks like presently, she wishes that she had never spoken up 
about the uncle’s son who was assaulting her sexually. She ruefully noted that that was the start 
of the suffering that she is experiencing today especially with the severe conditions of poverty 
that she is living under. She shared that she sometimes thinks about how she could be educated, 
working in a well-paying job and living well, 
Sometimes I look at my life and wish that I had never said anything. I look at my cousin’s 
lives’ and all the other children that grew up there. They are all educated and successful. 
I’m the only one that is like this. 
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For her the disclosure and being sent away signifies a loss of an environment which would have 
allowed her access to education and better life opportunities. She expressed with so much sorrow 
and self-blame how she sometimes regrets telling the truth because she feels that that specific 
moment had a negative domino effect and shaped the subsequent events in her life. The two 
fathers of the first four children are not involved in the children’s lives and the father of the fifth 
child, her current boyfriend does “piece jobs” like gardening around Letsholo. As a small child 
she had to make a choice between two options which were equally detrimental for her. This is a 
challenge that young girls are often faced with and why many rape cases go unreported in South 
Africa. In this case reporting cost Vuyelwa a chance at better life opportunities. 
When Vuyelwa and her brother were sent to live with their grandmother in rural Eastern Cape 
they were raised in a resource starved environment. She said that when she failed her matric she 
wanted to go and rewrite it but she struggled to access the necessary resources in the Eastern 
Cape. Vuyelwa fell pregnant in her late teenage years and she had a daughter with a man who 
worked as a taxi driver. The father of the child was initially involved in the child’s life, but he 
has been ignoring their phone calls for the past six years. When her daughter was six years, she 
was also raped by a young man who stayed in the same neighborhood as them in the Eastern 
Cape. She claims that the young man’s family paid off a doctor to state that he was mentally 
unstable when he raped the child and as a result the young man was acquitted. She says that she 
was prompted by her uncle to move back to Letsholo for the safety of the child. 
When Vuyelwa returned to Letsholo she met and stayed with the man that fathered three of her 
other children. She described the relationship as one in which she was subjected to emotional and 
financial abuse. She said that the man was also a philanderer. In another interview I probed 
further to gain an understanding as to why she continued having unprotected sex with the man 
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because he was a philanderer and why she also continued to have children with him. She 
explained that he would refuse to use a condom and would accuse her of cheating whenever she 
suggested it. She further explained that she also used several hormonal contraceptives from the 
clinic however none of them worked. She said that she was told at the clinic that she is very 
fertile and she would need to have an operation to fix her fertility issues. The operation was 
however very expensive, and she could not afford it.  
It has been found in South Africa that many of the first sexual encounters for young women are 
characterized by violence and coercion (Wood et al 1998, 233-240). These young women then 
continue to experience violence and gender inequalities in subsequent sexual relationships. These 
relationship conditions have a negative influence on the reproductive health choices of the 
women because their intimate partners can obstruct their access to family planning services, 
expose them to STIs by refusing to use protection and force them to engage in  risky sexual acts. 
Vuyelwa’s experiences support this literature. 
Vuyelwa found a job at a biscuit factory eventually. This enabled her to take care of herself and 
her children financially, so she broke up with the abusive partner. She then moved to another 
section of Letsholo where she rented a shack in someone’s backyard. Vuyelwa gave an account 
of a third rape incident in her life that occurred in 2016, when she was raped by the landlord’s 
son. She was a single mother raising her four children, three girls and a boy, in her twenties 
without any social support system. She worked 12 hours a day at the biscuit factory from 
Monday to Saturday. The children were to a large extent left unattended and had to look after 
themselves. The assailant is someone who she knew very well and who had been observing 
Vuyelwa and her children for quite some time before the incident took place. As Vuyelwa 
narrated the story she started by explaining why she was alone in the shack that day. She 
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explained that she was spring cleaning her shack because she never had time during week 
because she was usually worn-out and overworked. She also explained what she was wearing 
and why she was dressed like that.   
Each and every person has their own way of cleaning, so I undressed and wore my short 
pyjamas and a vest and then I realized that there’s no broom in this house. So, I went 
outside to go look for it. 
Vuyelwa’s prelude of what happened on the day that she was raped is an unconscious need to 
justify what she was doing and what she was wearing before the assault took place. Rape myths 
held by society at large and unsupportive responses play a role in enabling situations that make 
young women vulnerable to sexual assault (Saurez & Gadalla 2010, 2012). When a young 
woman is raped there is an expectation placed on her to prove the credibility of her claims 
(O’Neal 2019, 127). This is demonstrated in the questions that society asks when a woman 
reports rape. They question the type of clothing that the woman was wearing, the woman’s 
location at the time of the sexual assault and whether the woman showed resistance by screaming 
or attacking the assailant (Gqola 2015, 37). If society is not satisfied with the answers, those 
answers are then used as justification for the assailant’s actions. The victim is more often than 
not accused of acting inappropriately and is blamed for inviting the attack (Hayes, Lorenz &Bell 
2013, 202). This shifts attention from the assailant and subjects the victim to symbolic violence. 
Vuyelwa’s need to justify her actions on that day is an indication that she has internalized these 
problematic social myths and perceptions. Symbolic violence describes a mechanism whereby 
the subjugated subjects in society have taken the state of affairs in society as being the natural 
order of things and have internalized self-blame for the sufferings they endure daily (Bourgois, 
Prince & Moss, 2004:3).  In most cases these individuals do not recognize that the structural 
hierarchies and injustices that are oppressing them drive their life choices and behaviours. 
44 
 
Vuyelwa narrated how the assailant followed her into her house, made advances towards her and 
then raped her when she rejected him. 
 That day he told me likes me, because I’m not like the other girls in the neighborhood who 
go out drinking. I told him straight that I don’t like him. That’s when he started swearing 
at me he said “you act like you are Beyonce”. He said, “we sometimes send girls here to 
come and invite you out, without you knowing this.” You think you’re better because you 
don’t go out drinking.” He was like an animal and his eyes were full of rage. He put a knife 
to my throat and told me that if I tried to scream, he’ll use it. 
The tendency for men to attack women verbally and even physically for rejecting their advances 
is a very common occurrence not only in Letsholo but in many other social settings. The 
disconcerting thing about these events is that very often, they happen in public vicinities, in the 
presence of onlookers who pretend to not notice anything. Gqola (2015, 43) refers to this 
phenomenon as the creation of the “female fear factory” by society. This refers to the freedom 
that men enjoy by threatening and instilling fear in women in public spaces because they know 
that they will not be called out for doing this by anyone else present. Typical examples of these 
incidents include young and old men that cat call young girls and women in the streets, at taxi 
ranks and random men that try to touch women’s bodies without their consent. The fear is 
created when the men threaten to rape or to inflict harm on the bodies of these women that reject 
their advances. This is an indication of the gendered power inequalities.  The assailant confessed 
to Vuyelwa that he has been observing her for quite some time. He admitted to having set traps 
for her by colluding with other young women in the neighborhood to deliver her to him.  
After this sexual assault Vuyelwa moved to a different section in Letsholo. The assailant was 
arrested. He was attending a trial for another rape case when he raped Vuyelwa. He was later 
convicted for both crimes. Shortly after the rape incident Vuyelwa developed an intimate 
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relationship with a male co-worker that supported her during the trial. The manner in which the 
romance started calls for close analysis. It raises questions about the possibility of the lover 
taking advantage of Vuyelwa’s vulnerability following her tragedy at the time. Vuyelwa shared 
that after two weeks of them being close they went to her place one day and had sexual 
intercourse. Vuyelwa says that the lover pleaded with her that they engage in unprotected sex. 
Vuyelwa said that refused because she had been diagnosed with HIV eight years ago. She had 
not yet disclosed her status to him, which she did not do until months later. 
She said that while they were intimate, she realized that he had taken the condom off without her 
noticing. She was furious; however, he soft talked her and quelled her anger. She became 
pregnant with her fifth child that day. She had to leave her job at the biscuit factory because she 
could no longer work for those long hours where she stood the whole day. Her employer made 
no attempt to give her a suitable alternative working position. She told me that she believed that 
her boyfriend was still around because of the child they shared whom he loves dearly because it 
is his first child. The boyfriend also lost his job at the biscuit factory after two of his fingers were 
accidentally cut off whilst he was operating the machinery. Vuyelwa said that she suspects that 
he accepted a payoff of R20000 from the factory and used the money behind her back. She added 
that the boyfriend had a tendency of disappearing for as long as two weeks. She said that she did 
not question nor fight with him whenever he returned. She said that she does not care much for 
the boyfriend as a result of all the men that have disappointed her throughout her life. She added 
that the reason why she did not kick him out of her shack whenever he returned is because she 
felt that if there is a male figure in the house it will deter attackers from preying on her and her 
daughters. Today Vuyelwa lives in abject poverty and they survive on the child social support 
grants for her five minor children. She also provides for her unemployed boyfriend with the 
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grants when he struggles to find piece jobs. There is the possibility that even though the 
boyfriend may have exploited Vuyelwa’s vulnerability, Vuyelwa might have ingratiated herself 
with him because she felt that it is the only way to prevent any more attacks on her and her 
children.  
Vuyelwa’s life today 
Vuyelwa had been trying to find another job without any success. Her woes had not yet ended 
because she and her family had to move to the yard next to the one where they were renting. She 
told me that her landlord suddenly started complaining about her children.  She believed that it is 
the landlord’s way of telling her that they are no longer welcome on her property. The main thing 
that Vuyelwa was concerned about the most is the incomplete fencing around the yard next door.  
We need to move out month end because the landlord accused my children of vandalizing 
the toilet, but I know it is not true because I know my children. We aren’t bothersome 
people. I’m always in the house and I don’t bring people into the yard. I have never been 
late with the rent money. I’m very concerned about the yard next door because it is not 
completely fenced so anyone can walk in at any time.  My priority right now is to just take 
care of my children and give them all the love I never had.  
I sensed that Vuyelwa had an unspoken awareness that she is being judged for having five 
children by the age of 30 years old. When she initially met the landlord, she went with three of 
the children because the oldest had not yet returned from school. This was before the fifth child 
was born. In our township women in Vuyelwa’s position are usually perceived as promiscuous 
and there is also a misinformed belief that they have many intentionally children because they 
are after the child social support grant. Vuyelwa’s anxiety about staying in a fenced yard is 
repetitive of the insecurity and instability that she has experiences throughout her own life.  
“From that day my life was no longer pleasant” 
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Thabile is a 42-year-old woman who worked as a sex worker before she became an employee at 
Fezokuhle Woman Empowerment NGO. Thabile was born and raised in Letsholo. She and her 3 
younger siblings, who have different fathers were abandoned by their mother who left them at 
their grandmother’s house. Their grandmother was a domestic work. They shared the 
grandmother’s house with several other members of extended family. She and her siblings were 
ridiculed relentlessly and were often referred to as a fruit basket because they had different 
fathers. They were treated like outsiders in this home because they lacked the protection of both 
a mother and a father. When Thabile was 13 years old, the wife of a local businessman who 
owned a tavern and a shop approached her grandmother and told her that she likes Thabile a lot. 
She asked the grandmother to release Thabile into their care so that Thabile can assist them with 
housekeeping in exchange for food and clothing. The grandmother agreed and allowed the 
businessman’s wife to take Thabile with her to her home. Thabile describes the experience as 
everything that she had dreamed of. She received the love that she had desired to get from her 
own family. She delightedly described how good it felt to finally have school and to be able to 
eat an apple whenever she wanted to. 
A few months later after she moved into the couple’s home her biological mother came back 
home. When the grandmother informed her that Thabile was staying with the couple the mother 
was not pleased about that and she went to fetch Thabile from the couple’s home. Thabile 
struggled to adjust back into the life of poverty at home after having experienced a life where she 
felt that all her needs were adequately met at the couple’s home. She went back to the couple’s 
home defiantly because she did not understand why her mother did not want her to live there. 
Thabile’s ideal new home soon turned into her worst nightmare. Every morning before the wife 
went to open the shop she would leave a five R2 coin on the bedside table in the couple’s 
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bedroom. This money was Thabile’s pocket money. One morning when she went to take the 
money as usual, the husband whom she had grown to trust as a fatherly figure raped her. As 
Thabile narrated the attack her entire tone and demeanour changed from the delight that she had 
exuded when she described her model home experience to a distant and sombre tone. 
I had never dated I was still a virgin and that devil broke my virginity. I was 13 years old. 
I went into that bedroom that day and then this man started touching me. He said, “if you 
tell anyone I am going to kill you”. He grabbed me threw me on the bed and did what he 
did, and I was crying. On that day I fell pregnant. I had seen him as a father figure, I 
expected him to treat me like I am his own child. From that day my life was no longer 
pleasant. 
Thabile went back home after the incident. Upon realizing that she is pregnant she agreed to be 
in a relationship with a teenage boy who had been pursuing her romantically for some time. They 
had an agreement that he will acknowledge paternity for the child after she told him the truth 
about how she fell pregnant. The reason why she did not tell her caregivers the truth is because 
she thought that they would tell her that she got what she wanted because she decided to return to 
the couple’s home after her mother had fetched her. There was nobody to look after the baby 
therefore she had to drop out of school after she gave birth to the baby at the age of 14. She was 
ostracized by the community members as well as her family for having a child at a young age. At 
the age of 15 she found a job working as a domestic worker for an Indian family in Denville so 
that she could provide for her child.  
One night as she was taking a walk in Denville after dinner, she met a Nigerian man who would 
later recruit her into sex work. The man groomed her by inviting her to his home, buying her 
expensive clothes and taking her along to extravagant social events, where he introduced her to 
women who lived lavish lifestyles. He told her that he knew a way in which she can earn the R 
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500 she was earning per month as a domestic worker in a day and did not say anything further. 
He told her to leave her domestic work job because he was taking care of her. She was excited 
because she could finally wear the latest fashion trends that she used to see other people wearing 
back in the township. She said that it felt good to finally be like other people. Then one day he 
informed her abruptly, that he was no longer going to finance her new lifestyle and that it was 
time for her to provide for herself. 
On that day he revealed to her that the women that he had introduced her to at the events that 
they had attended together previously were sex workers. One night after she took a bath, he told 
her what to wear and dropped her off on the corner of the street opposite a park. That was her 
debut into sex-work. She alluded to how she was an escort to well-known politicians at times. 
She says that as much as her grandmother who worked as a domestic worker knew what the 
wage of a domestic worker was, nobody ever questioned the large sums of money that she was 
sending home. Instead she was inundated with requests from them for all the material things that 
they wanted her to buy for them. She said that that thing has never sat well with her to this day. 
She expressed how she felt that they were using her. She lifted her hands mid-air and said that 
she could have built herself a small brick house with all the money she used to send to them, 
instead she has nothing to show for all those years that she was working as a sex worker. 
Unanswered questions remain about which direction Thabile’s life might have taken had she 
disclosed the rape and pressed charges against the assailant.  
The likelihood that her family and the neighbours would not have believed Thabile had she told 
them about the sexual assault is very high. Wealthy businessmen like the tavern owner are held 
in high esteem by community members because of their socio-economic status. There is also the 
possibility that he would have either paid Thabile’s family off to keep them mum, denied the 
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incident or he would have paid a bribe to the law enforcement so that they do not arrest him. 
According to Thabile there are many other girls that lived at the couple’s home before she lived 
there and even after she left.  
I have my suspicions that the wife knew that her husband did this to me. There are so many 
girls that used to go and stay at that house and then leave. They all kept going there and 
leaving. Why? I have a strong belief that there are other girls that may have been violated 
by that man.  
Thabile has never heard of any other stories, but she believes that they too kept the truth to 
themselves for reasons known to them. If Thabile’s beliefs are true then this suggests that the 
man and his wife may have been deliberately taking advantage of young girls from 
disadvantaged backgrounds under the guise that they are trying to assist them.  
Thabile’s life today 
Thabile worked as a sex worker until five years ago when she got a job at the Fezokuhle Woman 
Empowerment NPO which focuses on women empowerment and HIV prevention for sex-
workers. She spoke highly of the job at the NPO as a care worker and activist and how the owner 
of the NPO saved her life by employing her.  
The owner of the NPO said to me “there’s another way in which you can live as a woman, 
being a sex worker is not the only way that you can make a living. She taught me how to 
develop myself and to create a budget for my money and I am grateful that she gave me 
this job through which I could buy myself this shack.   
The supposed personal development that Thabile has been receiving from this NPO seems to 
have a judgmental undertone. The assertions by the NPO owner that there are other things that 
you can do as a woman to survive instead of sleeping with men insinuates that she had other 
options. The assumption is that there were other options which are ideal that were available to 
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her. This type of framing of women empowerment is problematic because it places a lot of blame 
on women who have had to make life choices based on limited opportunities because of the 
structural organization of society. It is a form of symbolic violence. The lives of the three women 
Beauty, Vuyelwa and Thabile took a very sharp violent turn while they were still children. Their 
experiences shaped the trajectory of their lives and presented them with very few options. 
Studies show that poverty, the low social status of women and gender-based violence have been 
associated with the disproportionate spread of HIV (Van Damme, Kober & Kegels 2008, 2113). 
The findings in this chapter have demonstrated how  the clustering of biological, social and 
political aspects such as poverty, gender-based violence and minimal means of economic 
survival available to women have interacted in ways  that have resulted in the marginalization of 
the women11. This marginalization increased their vulnerability to HIV infection. Poverty had a 
major influence on the trajectory of the lives of all three women. Because of the poverty Beauty 
was forced into marriage by her caregivers at a young age and her education was cut short. 
Similarly, as a result of the poverty at home Thabile found herself in exploitative domestic 
labour at the home of rich couple in exchange for food and clothing. A rape incident in the same 
household resulted in her having a child at a young age which caused her to discontinue her 
studies because she had to find work and provide for the child. Despite being tossed around 
between relatives as a child Vuyelwa manages to reach matric but failed to complete her matric 
qualification successfully. Due of the lack of access to resources she failed to re-write her matric. 
                                                 
11 “Marginality is an involuntary position and condition of an individual or group at the margins 
of social, political, economic, ecological and biophysical systems preventing them from access to 
resources, assets, services, restraining freedom of choice, preventing the development of 





 After Beauty escaped from the abusive marriage by relocating to Letsholo Township she tried to 
get employment so that she could provide for her children and her lack of skills limited the types 
of employment she could get. When Vuyelwa walked away from the abusive relationship with 
the father of her children she worked at a biscuit factory under extremely exploitative conditions 
and was laid off when she fell pregnant. The three women tried to break out of those situations 
they found themselves in by finding employment. The lack of education and skills limited the 
women to unskilled and underpaid employment opportunities as cleaners, domestic workers and 
factory workers. Beauty and Thabile turned to commercialized sex work because they were able 
earn more money and take care of their families as sex workers. All three of the women either 
stay in the back yard of a family residence or are renting on some else’s property.  
Direct Violence has been a persistent theme throughout their lives. Thabile and Vuyelwa were 
sexually assaulted in their childhood. The experiences of sexual assault for Vuyelwa persisted 
into her adult life. Beauty was abused at the hands of her husband and she experienced further 
violence in her work as a sex worker. The sex work profession bears an extreme burden of 
violence physical and sexual violence (Coetzee, Jewkes & Gray 2017, 14). Because sex work is 
still criminalized in South Africa sex workers are reluctant to report the violence that is inflicted 
on them to law enforcement. These experiences of violence which the three women suffered 
throughout their lives were shaped by gendered inequality of power in the form of gender-based 
violence as well as unequal sexual power in their intimate relationships. Rape was a prevalent 
theme in the lives of the women. I highlight this theme to illustrate how the lack of power due to 
marginalization put the women in vulnerable positions where they were exploited sexually which 
thereby made them vulnerable to HIV infection. Given that they had little to no power to 
negotiate the use of protection in these circumstances, the probability of them being infected 
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with HIV was high. They said that they discovered in their adult years that they were HIV 
positive therefor there is also the possibility that they were infected by their intimate lovers 
where there was consensual sex; or in the case of sex workers they agreed to unprotected sex 
with a client who offered them a large amount of money. 
Lastly, while Beauty and Thabile do remarkable work as care workers to empower sex workers 
through the Fezokuhle Woman Empowerment NPO, they themselves remain disempowered. 
Their work as care workers is precarious and because they are grossly under remunerated, they 
still work as sex workers on a part time basis to supplement their income. This means that they 
are still vulnerable to violence and reinfection. Vuyelwa is a recipient of care from a different 
NPO, Thuthukani home based care NPO which provides psychosocial services to vulnerable 
households. Her involvement with the NPO has also done very little to improve her life. I was 
surprised when she told me that the NPO has not done anything to connect her with counselling 
services for herself and her daughter for the sexual assaults that they experienced in the past.   
In a study documenting the struggles of township women as well as the daily survival strategies 
which the women employed, Benjamin (2007,177,184, 201) found that that poor access to 
quality education under apartheid, being pulled out of school abruptly to take care of younger 
siblings or working at a young age to support their impoverished households were the reasons 
why black women found themselves being pushed into unskilled and low income work such as 
domestic servitude and working in factories. The findings also showed that in addition to the 
struggle with poverty the women also experienced violence in their childhood and in some cases 
still continued to experience it in their adult lives from their intimate partners. They were being 
abused physically and financially by their intimate partners on whom they depended for financial 
support and security.  The survival strategies that the women employed included borrowing, 
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being stuck in patterns of chronic debt, begging and sex work. Benjamin argues that the 
marginalisation of township women cannot be disconnected from the apartheid system that was 
aimed at the deliberate social, political and economic marginalization of townships. Townships 
are still plagued with several structural issues such as persistent poverty, poor infrastructure, 
inadequate housing and lack of service basic service delivery because of the privatization of 
resources due to neo-liberalism.  Many people who were poor in the apartheid era still remain 
poor post-apartheid with women carrying the heaviest burden of poverty. 12Violence constrains 
the possibilities of everyday action and limits individuals’ abilities to reach their aspirations.  
(Fassin, Le Marcis & Lethata, Beihl, James, Jewkes et al 2008, 225-241, Scheper-Hughes, 
1992,3).  
Conclusion  
In this chapter I have demonstrated how direct violence, poverty and structural violence have 
interacted and reinforced one another in ways that caused the three township women to be 
marginalized and as a result become vulnerable to HIV infection. Township women in South 
Africa experience gross marginalisation (Benjamin 2007, 184, 247). I have discussed how the 
“spatial marginalization” of Black South Africans has shaped and damaged the social, political 
and socio-economic settings in which the women map out their daily lives (Parker & Rubin 
2017, 2). These factors have limited the women’s access to employment opportunities, 
                                                 
12  Poverty is gendered in South Africa because it subjects women to an inferior legal status as 
well as threatens the full enjoyment of their equal human rights (Bentley 2004, 247).  The 





education, healthcare and housing. The women’s experience with law enforcement when they 
report cases of gender based violence indicate that there is a need for comprehensive legislation 
on gender-based violence and the police need to be adequately trained  and monitored in 
enforcing this legislation and promoting the protection of women against gender-based violence 
(Jewkes 2002, 1426-1427). Social institutions such as religion, the economy and the law 
continue to play a role in the promotion of gender inequalities which breeds the continued 
disempowerment of women. There is a need for the interrogation of, dismantling and 
reconfiguration of such social institutions that continue to enable and reinforce the 
disempowerment of women. A starting point could be a coordinated multi-sectorial intervention 
that includes the Departments of Health, Social Development, Education and Justice and 
constitutional development. Possible actions that can be undertaken include the improvement of 
women’s education levels and their access to employment opportunities. HIV infection is a 
complex social issue, this therefore makes it extremely important for policy makers and other 
stakeholders that are involved in addressing the high rates of infection to acknowledge the 
resource shortfalls in impoverished black communities in urban areas (Watkins-Hayes, Patterson 
& Armour 2011, 230). Resources should be mobilized towards cushioning the effects structural 
forces such as racial discrimination, sexism and socioeconomic inequalities that influence HIV 
infection in Black communities. Ideally this is what the NPOs should be doing. They are 
supposed to be organizational networks that are actively bundling resources that can empower 
and emancipate the people at community level. In chapter three I speak about the relationships 





Chapter 3:  The commodification of HIV: Women's Narratives of Involvement 
with Non-profit Organizations 
 
Marsland (2012, 470-475) investigated the material benefits for HIV positive individuals when 
they disclose their statuses to and become affiliated with NGOs that do HIV work in Tanzania. 
The findings revealed that joining the HIV NGOs did not bring about the kind of biological 
citizenship that is described in literature. Biological citizenship refers to a type of belonging in 
which the individuals can claim rights, demand access to certain resources and care based on a 
certain biological status or shared disease diagnosis (Charles 2013, 770; Plow-Boddington 2006, 
121; Rose & Novas 2005, 340). Marsland outlines how on the contrary individuals find 
themselves being part of an NGO economy wherein their HIV positive status is valuable to the 
NGOs because the NGOs can use it to attract funding from donors. When NPOs have a certain 
number of HIV positive people on their database they are able to attract income from donors who 
are involved in HIV intervention projects. These NGOs however do very little to change the 
material circumstances and improve the daily living situations of the people with those funds. 
Marsland refers to this situation as the development of an NGO economy which is characterized 
by the rapid springing up of organizations that claim to be interested in providing assistance to 
families and individuals infected and affected by HIV; yet these NPOs prioritize income from 
donors over service provision to the recipients of care.  
The findings in my study were similar to those made by Marsland (2012). The findings in my 
study indicate that an economy has emerged in which sero-status is exchanged for food by 
women in Letsholo and in turn metrics are exchanged by the NPOs for funding. In this chapter I 
give a description of how HIV positive women use their HIV positive status to access certain 
resources such as food parcels. I describe how the NPOs sometimes solicit HIV positive women 
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HIV to gain access to their data, which the NPOs need in order to meet targets and secure 
funding from donors. The HIV positive status has “bio value” (Marsland 2012, 482). According 
to Le Marcis (2004, 465) “those living with HIV/AIDS seem to be a little more than raw material 
to be exploited”. Le Marcis explains this is a situation whereby various stakeholders target HIV 
positive people living in the township with the pretext of alleviating their suffering. 
 “Their status is for sale”  
There are 37 NPOs which provide HIV related services in Letsholo township. These NPOs 
provide services to individuals and households that are infected and affected by HIV. The NPOs 
receive funding from international and local donors that include PEPFAR, USAID, HIVSA, the 
Department of Health, the Department of Social Development, the South African Lottery as well 
as various donors in the private sector. I interviewed an official from the Department of Social 
Development, Mr. Mndeni, who explained that the Department of Social Development is the 
fundamental funder of these NPOs. According to Mr. Mndeni, the likelihood of an NPO 
receiving funding from international and private sector donors increases if the NPO is already 
receiving funding from the Department of Social Development. The Department of Social 
Development usually writes a motivational letter the NPO motivating that the NPO meets the 
necessary requirements for operation and is competent enough to run the programmes for which 
it requests funding from potential other donors.  Mr. Mndeni added that in most cases NPOs that 
are not funded by the Department of Social Development struggle when they approach donors 
for funding.  
Mr. Mndeni explained that in order for the NPOs to receive funding from the Department of 
Social Development first, the NPOs need to align themselves with the department’s mandate the 
Department of Social Development uses a particular funding model which outlines the number 
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of social auxiliary workers, care workers and child and youth care workers ratio to the number of 
recipients of care. This means for example that, depending on the size of the NPO there should 
be two social auxiliary workers per 100 children and one care worker per 30 households. Once 
the NPOs meet these requirements and they receive a certificate of compliance from the 
municipality for their building and facilities the Department of Social Development grants them 
funding. The Department of Social Development gives NPOs funding ranging from R250 000 to 
one million Rand per annum. The funds are released in portions on a quarterly basis. If an NPO 
has satellite branches, each branch receives its own funding depending on the size of the branch. 
Mr. Mndeni emphasized that the most important criterion is the number of people that are 
reached by an NPO in order to justify its presence in the community. He emphasized that the 
primary concern for the department is numbers. He said that the NPO needs to demonstrate that 
it is reaches many vulnerable households.  
The NPOs work hard to recruit as many recipients of care as they can and then create a database 
from all this data. The NPOs approach the Department of Social Development as well as other 
potential donors with this information for funding thereafter. Once the NPOs start receiving 
funding they submit evidence to the funders, on a monthly or quarterly basis to show that they 
are serving the community and meeting the targets that are set by the donors. Thuthukani home 
based care which hosted me as well as all the other NPOs that I interacted with for this study are 
funded by the Department of Social Development. The NPOs receive evidence forms from the 
Department of Social Development on which they record the information and the signatures of 
the people that they served for the month. These forms are submitted to the Department of Social 
Development on the 21st of every month. The names of these forms are; number of adult 
beneficiaries receiving psychosocial support services; number of vulnerable households 
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receiving psychosocial support services; number of food parcels issued by the HBC 
organisations 13; number of child beneficiaries receiving psychosocial support services; number 
of beneficiaries receiving daily meals at HBC organisations; number of children reached through 
community based prevention and early intervention programmes; number of beneficiaries 
reached through social and behavioural change programmes and number of work opportunities 
created by Department of Social Development through EPWP.14  
The evidence from the NPOs is used to produce statistics that indicate the number of people that 
the Department of Social Development is reaching through the NPOs. The name of the unit 
within the Department of Social Development that works with NPOs of every kind is called NPO 
Partnerships and Finance. The Department of Social Development provides the finance while the 
NPOs carry out the service delivery. The Department of Social Development withdraws all of its 
funding from NPOs that fail to meet these targets and mismanage funds. A similar approach is 
used by international and private donors that also withdraw funds from NPOs that mismanage 
resources especially if the resources are not reaching the intended recipients of care.  The loss of 
funding has very negative ramifications for the NPOs because these funds play a role in the day 
to day running of the NPOs. Secondly, the loss of funding leads to a loss of income for the care 
workers who receive stipends which come from the funds. The NPO workers, mainly the care 
workers, therefore work hard to ensure that they meet the monthly targets so that funding is 
continued. 
                                                 
13 Home based care. 
14 The Expanded Public Works Programme (EPWP) is an intra-government funded programme 
which is facilitated by the Department t of Public Works. It provides temporary employment to 
marginalized members of society such as women, the youth and people living with disabilities. It 
is an economic safety net, where the employees earn a minimum wage and it is not a permanent 
employment solution (Phillips 2004, 2). 
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The quickest and easiest way in which the care workers can get enough signatures on the 
evidence forms is when they conduct home visits. I noted that when we went on the home visits, 
several women would ask the care workers, when they were going to give them “those things”. 
The care workers explained to me that they were asking about food parcels. It seemed like the 
care workers had previously told the women that the NPO would give them food parcels if they 
signed up as recipients of care. The care workers would respond by telling the women that they 
have not received any food parcels from the Department of Social Development or that they need 
to wait for their turn because there were not enough food parcels available for everyone. The 
explanation from the care workers seemed to suggest that they had promised the recipients of 
care food parcels in exchange for their HIV positive status and affiliation to the NPO. What they 
omitted to tell the recipients of care was that each NPO receives only 100 food parcels a month 
from the Department of Social Development that each household can only receive a maximum of 
three food parcels a year. Mr. Mndeni the informant from the Department of Social Development 
explained to me that the food parcels that are provided for three months are given just to assist 
the household while they undergo self-development and create their own source of income or 
sustenance by starting their own food gardens, sewing and selling clothes, gardening or seeking 
technical skills jobs such as paving and painting. 
One day as I and a care worker from Thuthukani NPO were about to enter through the gate of the 
home of one of the recipients care, during a home visit, we found her sitting outside her house, 
and she showed us her two thumbs (doing the sharp sign). We then turned and walked away. As 
we walked away, I asked the care workers why the woman did that. The care workers explained 
that this recipient of care was telling us that she is no longer wants the services of the NPO. The 
care workers were no longer welcome to her house because they failed to deliver the food parcels 
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that they had told her she would get. The woman was apparently under the impression that her 
household was going to receive food parcels every month. According to the care workers, the 
woman had expressed her disappointment to the two care workers on previous home visits, about 
the NPO’s failure to deliver. She had not cared much for the care workers’ explanation that the 
home visits were also very important because they provide psychosocial support to the recipients 
of care. Gwendoline a 42-year-old care worker from Full life drop-in Centre described the 
challenge of being sent away and not being able to get signatures from recipients of care. 
Gwendoline has been working at Full life drop-in Centre NPO for 15 years. She described how 
valuable her work was to her as a single mother, because the stipend that she received from the 
NPO in addition to the child social support grants that she received for her three children, made 
her situation slightly better than the extreme situations of poverty, that she saw in the homes of 
some of the recipients of care. She told me that she genuinely enjoyed her job, however she felt 
that the care workers are under appreciated. She expressed her pain about how social workers sat 
in their offices the whole day, while the care workers walked around the community doing home 
visits daily and yet they are given a small amount of money. She told me about her desire to 
study further and become a social auxiliary worker, however because her stipend was too small, 
she could not afford to pay for the course. She added that the Department of Social Development 
does offer training and educational opportunities for the care workers, however only a select few 
are chosen to attend these courses. She said that the much younger care workers who completed 
their high school education are usually given first preference. She shared that she experiences a 
lot of anxiety whenever she was unable to meet the monthly target in accumulating enough 
signatures from the recipients of care as this placed her source of income in jeopardy. She said 
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that she therefore put a lot of effort into persuading the recipients of care to sign the evidence 
forms when she was out on the home visits. She shared some of her experiences, 
Sometimes I you to go out to make the person sign, I think hard about what I am going to 
say to the person that day. That person is expecting something from me in return. She’s 
waiting for a food parcel. Sometimes she no longer wants to speak to me because I come 
empty handed, because I came without the thing that I promised her. 
The care workers that I spoke to from all five NPO expressed that the women generally wanted 
something material in return when they registered as recipients of care with the NPOs. In the 
excerpt above Gwendoline admitted that she had promised recipients of care food parcels in 
exchange for their signatures hence she has to think up excuses to explain why she did not have 
the food parcels that she promised them.  
Mathapelo, a 32-year-old social auxiliary worker from the Lesedi House drop-in centre, on the 
contrary felt that the problem lay with the recipients of care. She said that the recipients of care 
viewed the relationship between themselves and the NPO as a transactional arrangement in 
which food or other commodities are exchanged for them revealing their HIV status.  
And the other thing I’ve observed with parents it’s like, they put their own status and their 
children’s status up for sale. Why do I say that? A parent will never disclose the status to 
us if they know that they won’t benefit anything from doing that. But as soon as they hear 
about food parcels or something, they become free to disclose. They can even give you the 
treatment cards. So, I don’t know maybe the status is for sale. So, you give them the food 
parcel so that they can give theirs and the child’s status. 
In the excerpt Mathapelo seems to suggest that the recipients of care are the ones who are 
problematic because they are selling their statuses for food parcels. This is different from 
Gwendoline’s assertions above that suggest that the care workers are the ones who promise 
recruits food parcels in exchange for their data. One thing that remains however is that sero-
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status is being exchanged for food parcels. The women living in poverty have realized that they 
can get material benefits from the NPO when they disclose their status. Their children’s clinic 
cards gives the caregivers “bio-legitimacy” which allows them to claim the benefits that come 
with associating with the NPO.  
The numbers game 
The role of the NPOs is to provide services where the Department of Health and other 
stakeholders cannot reach at a community and individual level. The care workers working in 
these NPOs are the workforce which reaches out to the community. There has been a 
considerable increase in the number of existing NPOs in Letsholo over the past few years. I 
spoke to Ms. Motaung who is the founder of the Fezokuhle Women Empowerment NPO which 
specializes in HIV prevention in sex-work and currently the only NPO of its kind in the region. 
Ms. Motaung was of the view that if it became publicly known that she received a large amount 
of funding from an international donor a lot of people in the township would start similar NPOs. 
She claimed that she receives about three million Rand annually from this international donor. 
She received this amount in addition to the funding that she was receiving from the Department 
of Social Development. She added that several NPOs had been mushrooming in Letsholo over 
the past few years and that the reason for occurrence was that people in the township are hungry. 
She said that there are high levels of poverty and unemployment in Letsholo and therefore 
people are looking for different ways to make money.  
When I asked Mr. Mdeni the official from the Department of Social Development about the 
growth of this sector in Letsholo he was unable to produce the figures at the time. The only 
figures that were made available to me were the indicators for the last quarter of 2019/2020 
which ran from 1 January 2020 to 31 March 2020. Mr. Mdeni provided me with a brief 
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breakdown of the number of recipients of care reached in that quarter. The department supplied 
5100 food parcels to vulnerable households through the 18 home based care NPOs. Through the 
16 drop in centres, the department supplied a total of 6023 daily meals to vulnerable children for 
that quarter. The department reached 8292 household through home visits for that quarter. 
During the home visits psychosocial support was provided to 8714 adults and 10 589 children. 
For its social behavioural change programme, the department reached a total of 6628 individuals 
comprised of both adults and children through the NPOs for that quarter.  
Three of the NPOs from my study were approached by the Department of Health to roll out a 
programme called the Prevention of HIV/AIDS in Vulnerable Populations (PHVP). The 
Prevention of HIV/AIDS in Vulnerable Populations is a programme that is aimed at testing 
minor children between the ages of 0 to 18 years for HIV. The care workers need to get consent 
from the caregivers first before they can test the children. When the children test positive they 
are referred to the clinic for treatment and encouraged to join a support group for HIV positive 
children. This programme was initiated by the Department of Health in 2019. The NPOs 
received funding from the Department of Health for running this programme. According to the 
NPO workers from these three NPOs 200 new cases of HIV positive children for the whole 
region were discovered under this programme in the first six weeks. The NPOs were given 
targets According to Lindiwe, a 42 year social auxiliary worker from the Calvary Cross NPO it is 
not always easy to get caregivers on board with the programme. Lindiwe shared some of the 
strategies which they use to elicit the information they need.  
When we approach caregivers concerning the PHVP programme they also expect something in 
return. We only have 100 food parcels from the Department of Social Development which are 
for our usual beneficiaries. So we compromise to get both sides.  We give 30 food parcels to 
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individuals for the PHVP which is wrong. Then the other 70 is for our Department of Social 
Development recipients of care. That’s the only way in which we are able to convince people to 
come on board for the PHVP programme.  
Lindiwe admitted to wrongfully diverting food parcels intended for recipients of care under the 
Department of Social Development programmes by using them to acquire data for a different 
programme under the Department of Health. The Calvary Cross NPO presents 100 signatures on 
their evidence forms to the Department of Social Development even though only 70 food parcels 
reached the intended recipients of care. The NPOs prioritize income and compromise on service 
delivery. 
Recording of false information on evidence forms  
In this sub-section I describe observations that I made during the months that I was at 
Thuthukani home based care NPO. The submission days for the evidence forms to the 
Department of Social Development are usually busy days. Samantha the auxiliary social worker 
and the office workers checked each evidence form rigorously to make sure that there were no 
errors on the forms that could cause them to fall short of meeting their targets. The care workers 
were told to fix any errors that can decrease the total number that they submit. The evidence 
forms are supposed to be signed by the recipients of care during the home visits or any recipients 
of care who do office walk-ins. I noticed that some of the information was being filled in by the 
care workers on the forms in the office on the days of submission. Then these care workers 
would ask the other care workers to sign where the recipients of care’ signatures are supposed to 
be. Sometimes they made errors on the forms and they used a razor blade to shave the writing off 
lightly and then corrected the mistakes.  An evidence form that has too many things scratched 
out is classified as spoilt and it is declined by the Department of Social Development. This can 
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result in the NPO falling short of meeting its monthly targets. I also saw some of the care 
workers open the files with the personal records of recipients of care and copy down information 
and then they passed the forms around to other the other care workers to sign. I asked one of the 
care workers about this and she explained that sometimes it happens that the care worker has 
been going to the home of a recipient of care and did not find any one there after several visits. 
So the care worker just adds the details of that recipient of care because the care worker does not 
want to submit low numbers. I wondered if some of the information which they filled in on the 
forms directly from the files of the beneficiaries could possibly include the information of the 
recipients of care who had told the care workers not to come to them anymore and as well as the 
information of the recipients of care that could have possibly relocated.  
Whenever I assisted with the adherence clubs, I would witness the NPO workers asking the club 
members who came to collect their ARVs from the adherence club, which is a Department of 
Health programme to sign on the Department of Social Development evidence forms. The 
adherence club is a programme under the Department of Health that is aimed at encouraging 
adherence to ART. The adherence clubs take place on the premises of healthcare facilities such 
as hospitals and clinics as well as at selected NPOs which are linked to the clinic. Each time the 
adherence club members collect their treatment from the NPO based adherence clubs they sign a 
register which the NPO submits to the clinic. This was done to decrease the high burden of 
patients that health care practitioners need to attend to at health facilities. The adherence clubs at 
Thuthukani home based care were facilitated by Maria. Maria was a 28-year-old care worker 
who was standing in for the designated adherence club facilitator who was on maternity leave. 
Maria worked with Samantha the social auxiliary worker whose task was to manage the 
attendance register while Maria conducted the clinical assessments and distributed the treatment 
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to the members in different room. When the club members signed the register, they had to fill in 
their name and surname, identity number, home address and add their signature.  
I observed how the patients would be given a second register to sign which was an evidence 
form for the Department of Social Development which was called; the number of households 
receiving psychosocial support services. Some of the club members asked the social auxiliary 
worker about this second document which they were being asked to fill in and sign. It was 
apparent that the patients knew nothing about the second form. I noticed the nervous body 
language of the social auxiliary worker when she offered an explanation for why they were being 
asked to sign the second register. Her eyes darted all over the place and she stammered as she 
explained. She told them that it was so that their names could be captured on the database in case 
there were food parcels available, in which case the club members would be given first 
preference because their names were already on the database. When I asked the social auxiliary 
worker what the second register was for, she told me that they were asking the club members to 
sign so that the NPO can increase the number of recipients of care on the evidence that they 
submit to the Department of Social Development.  
I was asked to assist Maria the care worker in one of the adherence clubs. I was given the task to 
ask the patients to sign the evidence form for the Department of Social Development. I was 
engaged in informal interviews with the patients and decided not to ask the club members to 
sign. I told the Samantha the social auxiliary worker that I got distracted and I feigned an 
apology. She said that it was fine and said that she would ask one of the care workers to copy the 
information on the clinic register onto the evidence form for the Department of Social 
Development. The care workers copied the names, ID numbers and addresses off from the 
68 
 
register for the clinic onto the evidence forms for Department of Social Development and then 
forged the signatures for each individual.   
Corruption in the NPO sector takes many forms such as theft, falsification of records, bribery, 
embezzlement and the illegal selling of materials meant for HIV positive patients for profit 
(Tayler & Dickinson 2006, 103-104). These acts of corruption result in funds and materials that 
are donated with the aim of easing the socioeconomic effect of HIV on families being diverted 
and not reaching their intended recipients. Corruption and the misuse of funding meant for 
prevention and awareness programmes largely involves organizations making claims for, 
presenting evidence and then pocketing money for programmes that never occurred (Lee 2016, 
305).   
There are two events where I observed evidence for programmes that did not take place being 
fabricated at the Thuthukani home based care NPO. The first event was the annual candle 
lighting ceremony on World AIDS day on 1 December in commemoration of people who died of 
AIDS. The NPO was supposed to conduct door to door awareness and invite community 
members to the event.  The purpose of the event was to create awareness around the disease and 
to encourage the attendants to live positively by knowing their HIV status, taking treatment and 
leading healthy lifestyles. The event took place a week past the intended date. According to the 
care workers the NPO manager had mismanaged the funds that were allocated for that event. The 
NPOs have budgetary allocations for the implementation of awareness and prevention 
programmes; which is included in their service level agreement with the Department of Social 
Development. The funds for the remaining programmes for December were alleged to have been 
depleted and misused by the NPO manager. The NPOs are supposed to present evidence to the 
Department of Social Development for the events they carry out. The NPO workers had to 
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contribute money from their own pockets and buy the candles as well as other materials which 
were needed for the event.  
The planning of the event was impromptu. The members of the community were informed about 
the event two hours before it started. The speaker for the day was a recipient of care that had 
been living positively with HIV and she had been asked to encourage the attendees on the 
importance of adhering to treatment and living positively. A representative from the NPO spoke 
to the attendees about the importance of practicing safe sex, knowing one’s status and the 
importance of fighting stigma. The majority of the people in attendance were the care workers 
who work for the NPO as well as care workers from the NPO’s small satellite branch situated on 
the outskirts of Letsholo. The care workers were wearing casual clothing instead of their work 
uniform; therefore it was not easy to tell that they were not the members of the community. 
There were less than ten members of the community present. There was a video and photos taken 
to be presented as evidence to the Department of Social Development.  
The second event where something similar happened was the annual Christmas party for 
orphaned and vulnerable children.  In the years preceding there were proper budgetary 
allocations for that event. The programme for the event usually included a life skills presentation 
which was done by one of the child and youth care workers, playing games and the children were 
served a warm cooked meal. The event usually ended with the children receiving party packs and 
toys which had been donated to the NPO. The event was aimed at the children which the care 
workers had been attending to during the year. This include children from child and youth 
headed households as well as children from households that were affected by HIV. I had been 
invited to sit in the meeting with the social auxiliary worker, the office workers and a task team 
when the event was being planned; where the menu and the programme of the day were 
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discussed. The meeting took place two weeks prior to the date of the event. The problem started 
when they asked the manager for money three days before the event. They said that the manager 
told them that there was no money left for the event. This event too ended up being a spur-of-
the-moment event. The children who were present at this Christmas party were children who 
were called in from the street and into the NPO premises to come to a party. The 12 children that 
were there were given cheap snacks, sandwiches and cheap concentrated juice. There were 
photos taken of the children seated around a table with a cake placed at the centre of the table 
which the children never ate as it was eaten by the office staff.  
A tremendous amount of resources has been invested in the fight against HIV by many donors 
globally for over ten years. Despite these unrelenting global efforts, the HIV/AIDS outcomes in 
third world countries have not improved very much (Lee, Yang & Kang 2016, 305). HIV 
prevention and treatment interventions require proper management of resources and making sure 
that they are utilized for the intended purpose. Poor governance of aid in recipient countries is 
often cited as one of the reasons why these global efforts have been ineffective in achieving the 
specified objectives and desired outcomes (Liswaniso 2015, 14). The multi-million dollar grants 
that are involved HIV donor programmes often invite a lot corruption and mismanagement of 
funds. One of the biggest factors that enable corruption and the mismanagement of donor aid is 
that the individuals managing the resources enjoy the freedom to make decisions at their own 
discretion and this makes it easy for them to misdirect the resources without being detected or 
suffering any liability when discovered (Kagotho, Bunger & Wagner 2016, 2; Lee 2016, 303). 
This happens because there is a gap in robust governance infrastructure, there are weak policies 
on integrity and poor supervision over those in charge of the resources in the recipient countries. 
The absence of accountability  
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One of the biggest shortcomings of aid is that organisations are only accountable to the donors 
and not to the citizens of the recipient country or community (Lee 2016, 303). I had a 
conversation with the official from the Department of Social Development, Mndeni following 
my observations at Thuthukani home based care NPO. I wanted to understand how they measure 
the impact that is made by the HIV awareness and prevention programmes they fund the NPOs 
for. I also wanted to know about the types of interventions that the department had in place to 
tackle the influence of social structures on the vulnerability of women to HIV.  I found that the 
department does not have any programmes that focus on the influence of social structures on the 
vulnerability of women to HIV.  Mndeni shared that the department’s focus was not particularly 
on measuring the impact that was made by the programmes run by the NPOs and that their main 
focus as a department was on getting value for their money. When I asked Mr. Mdeni to 
elaborate, he said the following, 
With us here we are not so much focused on the impact. All we want to see is value for our 
money. We are interested in seeing how many people they are reaching through the funding 
that we give them. If we are seeing that we are reaching a lot of people, we are happy. If 
the NPOs don’t meet the targets that we set for them, we stop with the funding.  
I then enquired about the verification process for the evidence which the NPOs present to them. 
His response was as follows, 
Eish there really is a gap when it comes to monitoring because we don’t have the manpower 
that can put on their comfortable shoes and go to ground level to see if the NPOs really 
conduct those home visits or they carry out the programmes that they say they carry out, 
we just have to go on the evidence that they present to us. Our social workers are office 
based. We don’t have enough social workers to send out into the field. 
According to Mr. Mndeni the responsibilities of the social workers included the compiling of the 
statistics using the information from the NPOs, assisting the NPOs in signing the contractual 
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agreements with the department at the beginning of the financial year. The social workers also 
visit the NPOs from time to time to check if the NPOs are still in operation and in compliance 
with their contractual agreement with the department and they train and nurture new NPOs until 
they reach the level where they qualify to receive funding from the Department of Social 
Development. 
I spoke to one of the social workers, Smanga who is 32 years old, and enquired I whether they 
attend any of the programmes and events as they are taking place at the NPOs. This was his 
response 
We do attend however it depends on what is happening at the time. If it’s the period for 
stats then I will not attend those events because I need to compile stats. Stats are numbers, 
numbers are money. So I can’t leave the stats to attend the NPO event. The other thing is 
vehicles, if there’s a shortage of state vehicles I can’t go out. 
Smanga also added that if he received evidence forms and he felt that something looked amiss, it 
is then that he usually contacted the recipients whose names appeared on the form to ask if they 
did indeed receive the services or the food parcels from a particular NPO. He said that there were 
cases where he found that the NPO managers had not given the food parcels to the intended 
recipients but gave them to their own relatives instead. This highlights another problem with 
donor aid. The programmes of the NPOs are evaluated based on the degree and speed at which 
the funds and the material goods are disbursed. This leads to resources ending up in the wrong 
hands and not reaching the beneficiaries for which they are intended (Liswaniso 2015, 17).  
“They know we won’t do anything to them” 
According to Mr. Mndeni, the only punishment that the Department of Social Development 
metes out to NPOs that have mismanaged funds is the complete withdrawal of the funding. He 
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said that they could not compel those NPOs to close their doors. He also added that the NPO 
managers who mismanaged funds were aware of this and were aware that they would not be 
compelled to pay back that money either. Smanga the social worker working at the Department 
of Social shared on some of his cases where funding was withdrawn from the NPOs assigned to 
him. 
There was a situation where an NPO had 30 employees on their records only to find that 
there are actually 25 employees and the remaining five were ghost employees. Another 
time we did the departmental quality auditing and contacted individuals on an evidence 
form we picked randomly from a pile, and had a person telling us that they have never seen 
a food parcel in their life and the signature on the form was not theirs.  
According to Smanga the NPO managers use different tactics to steal the funds. 
I found out about two NPOs that were buying cheaper food alternatives such as soup packs 
and beans instead of chicken to serve at the drop-in centres. They were pocketing the rest 
of the money. And then we’ve had managers using the NPO account for their own personal 
transactions and one of them bought a car for R300 000 not so long ago. When we find this 
out, we withdraw the funding instantly. 
I explored the possible reason for the NPOs misappropriating funds with Mndeni the Department 
of Social Development official. He could not cite another reason other than financial gain. He 
shared the following, 
Even though we train and capacitate the NPO managers before we start funding them, I 
think that these people still come with a profit-making mentality or motive. Then they try 
to outsmart us as the department. They know we won’t do anything to them after they 
misuse the money.  
The withdrawal of funding due to the mismanagement of funds has a negative effect on the lives 
of the community members that may have been benefitting from the services provided by the 
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NPOs such as the children who get their daily meals from the drop-in-centres. Secondly this has 
a devastating effect on the lives of the sometimes unsuspecting care workers. This study has 
indicated how the care workers go to painstaking lengths to ensure that the NPO meets its 
targets. Ironically the care workers themselves are not protected from this chain of exploitation 
in the NPO sector either. According to Mdeni the withdrawal of funding from NPOs by the 
Department of Social Development has had a catastrophic effect on the lives of the care workers. 
Mndeni shared the following, 
What is worse is that we will have the care works coming here to the department crying 
and even swearing at me because we have withdrawn funding and they were never paid by 
the NPO manager who misused the money for the stipends. And I say to them “it’s your 
employer that ate the money”. So people will be crying that their funeral covers have 
lapsed. It’s so sad. 
The consequences are far reaching for the care workers. The care workers are women such as 
Thabile and Beauty whose life stories I outlined in chapter two. Not only do the women use the 
stipend that they get from the NPO to support their families, they also use it for financial security 
nets such as paying for funeral covers, burial societies or stokvel clubs. For the residents of 
Letsholo who are economically marginalised these remittances are crucial during difficult times 
as this is how they prepare for the proverbial rainy days. The problem with NPOs is that the care 
workers are not protected workers with rights. It becomes a challenge for them to question the 
NPO managers about anything. The contracts of all the workers are renewed annually and the 
decision to renew each care worker’s contract lies completely with the manager. If the NPO 
mangers mismanage the funds the care workers can wake up without a job and income. 
The estimated number of home-based care workers in South Africa is 70 000 of which 92 % are 
women (Kortze, 2016). The majority do not have a matric qualification and some of the care 
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workers are HIV positive. Hlatshwayo (2018:378) documented the struggles of home-based care 
workers who were fighting for recognition of their rights. Many of the home-based care workers 
worked as unpaid volunteers at the NPOs before they started receiving a monthly stipend. The 
high volume of home based care workers was stirred by a programme initiated by the 
government in 2002 which was called the “year of volunteerism” where people were encouraged 
by the government to work as volunteers in their communities (Schneider, Hlophe, & van 
Rensburg 2008, 181). Hlatshwayo (2018, 383) argues that the “notion of volunteerism” was a 
ploy for the government to get cheap labour. These workers do not have labour rights and 
employee benefits and they were recruited to make up for the staff shortages in the public health 
sector at a low cost. The home-based care worker structure was created and is funded by the 
government. The government uses NPOs as intermediaries responsible for the recruitment, 
training and payment of the home-based care workers who are paid very low wages. In doing 
this the government is able to cut costs of worker benefits (Schneider et al 2008, 185).  
According to Hlatshwayo (2018:385) the most common way in which the care workers can 
achieve career advancement is when the government assists them with further education and 
training which is provided by accredited institutions. However, because the government is trying 
to decrease costs this does not happen frequently. Only a selected number of workers from NPOs 
have experienced upward career mobility through learnership programmes that are provided by 
the government. I conducted a follow up interview with Mr. Mndeni to get an understanding of 
the assertions made by Hlatshwayo (2018) about the exploitative nature of this sector and the 
effects thereof, in the context of Letsholo township. This was important because the majority of 




Yes I agree, the government has been exploitative for a long time, but now we will now be 
implementing the legislation on the minimum wage for the care workers too. The aim is 
that the funds that we give the NPO and funding that they get elsewhere must combine and 
ensure that each care worker gets R3500 per month. We are already doing this with the 
EPWP. 
I asked Mr. Mndeni to tell me about the Extended Public Works Program (EPWP) as I 
understood it to be a temporary employment solution. Mr. Mndeni explained that the purpose of 
EPWP was to expose individuals, especially those that have just completed high school, to the 
working environment so that they can build work experience over a period of two years. This is 
done so that when they seek work elsewhere thereafter, they are not disadvantaged by a lack of 
work experience. I underlined its similarity to the NPO care worker’s contracts that are renewed 
annually meaning that both fall under the category of precarious employment and if the contract 
is not renewed, they have to jump from one underpaying job to another. I also asked him about 
the sustainability of thousands of care workers surviving on R3500 per month for years without 
any opportunities for upward career mobility because they were unskilled and could not afford to 
pay for further training for themselves. He then added that in addition to the training that is 
offered to care workers that have a matric qualification within the NPOs to become social 
auxiliary workers, the Department of Social Development has started a recognition of prior 
learning (RPL) programme. 
Mr. Mndeni explained that this programme gave recognition to care workers who had been 
working with children for a period longer than ten years as it trained and promoted them from 
the position of care worker to child and youth care worker that earned R4500. He also explained 
that not all the care workers in an NPO were trained to be social auxiliary workers or promoted 
to become child and youth care workers as this was determined by the need per NPO. He 
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explained that if an NPO has eight child and youth care workers and the quota states that there 
should be ten, only two care workers will be promoted within that NPO. He added that this also 
depended on the budget allocated to them from the national treasury and that in a year the 
department could perhaps provide training for 40 social auxiliary workers in the whole province 
because that is the number which the budget allowed them to train. The women working in this 
sector are stuck in what Adato, May and Carter (2006, 242) call poverty traps. They are in the 
lower levels of the social strata and are constantly moving from one precarious job to another. 
They have little to no access to opportunities that will allow them to advance out of poverty and 
gross marginalization. It can also be argued that the individuals are in fact chronically 
unemployed. According to Schneider et al (2008, 180) one of the biggest shortcomings about the 
care worker programme in many countries is that it is often introduced in a rapid top-down 
fashion with very little planning. This then results in care workers being a “poorly resourced and 
undervalued extension of existing health service.” 
A story about agency   
In the previous section I looked at how organisations manipulate the system and exploit the HIV 
positive status of women who are struggling economically, for their own economic gain. In this 
section I look at how individuals themselves make this system work for them so that they can 
access material benefits like food parcels. In this section I look at the case study of a woman who 
intentionally uses her sero-status to elicit food parcels from the Thuthukani home based care 
NPO. She is not affiliated with the NPO but has found a way to access food parcels and food 
vouchers from the NPO. Nguyen, Ako, Niamba, Sylla & Tiendrebeogo (2007, 31-33) conducted 
a study on bio-citizenship in resource starved settings in Burkina Faso. The findings indicated 
that in settings where services provided by the state were minimal and the people struggled with 
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poverty, people joined community groups such as HIV NPOs where they actively shared their 
testimonials about living positively with HIV because it was the only way in which they could 
access resources that enabled them to feed their families. These groups are based on the Western 
philosophies of self-help which entail disclosing one’s status and daily experiences of living with 
HIV within the group and publicly as an activist.  In this way, the individuals used their 
biological status to lay a claim to material resources from the government and NPOs. For the 
longest time before there was any evidence of tangible political and economic engagement; to 
other local people who were observing from the side-lines, the testimonials looked like empty 
and meaningless theatrics. 
Because the material resources that were available in those community groups were usually 
outnumbered by the number of people in need,  the best way to determine who should get first 
preference in accessing resources was by assessing who had the potential to attract more 
resources from donors for the group through their testimonials. The people that were prioritized 
were those that outperformed the rest of the group members during the group discussions as well 
as the individuals that displayed responsible behaviour through consistent adherence to ART and 
behavioural changes in their lifestyle compared to the rest. The most eloquent and charismatic 
group members were usually the first to access the available treatment and other resources. This 
strategic form of “social triage” contradicted the rhetoric that guides international donor aid 
where first preference should be given to the most vulnerable people instead of those that are 
deemed to be of more value to the organisation (Nguyen et al 2007, 3). That system was 
therefore exclusionary.  
In contrast to the contexts studied by Nguyen et al (2007) in Burkina Faso, the state in South 
Africa provides social support and free healthcare to the people. With the high rates of 
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unemployment however, people suffer from food insecurity. As I have discussed in the previous 
session in most cases people who are affiliated with NPOs are the ones who have access to 
material goods such as food parcels but even those are limited to a certain time frame which is 
three months per household. In Letsholo I encountered a woman by the name of Sophie who was 
HIV positive. She was not affiliated with any NPO however Sophie had found a way to access 
the food parcels.  
Sophie made use of the instruments of citizenship which were used by the subjects in the study 
by Ngyuyen et al (2007) which involved giving a testimonial about living positively with HIV 
and receiving food parcels or food vouchers thereafter. Even though Sophie was not affiliated 
with the NPO she was often invited by Thuthukani home based care NPO to come and speak at 
some of their event when there were potential donors visiting. This is because Sophie’s 
testimonial had the potential to motivate donors to fund Thutukani home based care NPO. 
Sophie usually went and shares her story about how she was living a positive lifestyle and gave 
motivational speeches to the other members of the community about the importance of knowing 
one’s status, adhering to ART and leading a healthy lifestyle.  
Everyone in this neighbourhood know me. They have even started calling me “the 
spokesperson of HIV in Letsholo”. I get invited to speak at events and I get treated like a 
VIP. When I leave, I walk away with my hands filled with food parcels or vouchers for me 
to guys and buy at grocery stores. HIV is no longer much of an issue man. I am not ashamed 
of the fact that I am living with this thing because it’s like any other illness, it affects human 
not dogs, so you see. HIV is no longer scary like before 
Sophie spoke to me about how she enjoyed being invited to the events at the NPO because they 
treated her like a VIP and gave her food parcels and vouchers to go and buy food at a local 
supermarket in exchange for her motivational talks at those events. Sophie strategically 
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acquainted herself with Thuthukani home based care NPO because she saw that she could benefit 
by using her HIV positive status to her advantage. In my conversation with Sophie, however, she 
told me that she in fact did not practice what she preached. Sophie told me that she did not attend 
the clinic appointments for the bi-monthly check ups or collect her ART from the clinic or other 
facilities such as adherence clubs unlike when she was first diagnosed HIV positive. She said 
that she did not have time to sit in the long queues, the whole day at the clinic while being 
disrespected by the nurses. She said that she collected ARVs from other people in the community 
who had extra containers pills instead. She said that these were people who did not take their 
treatment consistently because they drank alcohol or did not take their treatment regularly for 
some or other reason. 
They don’t drink their treatment, so I just get mine from them. They are wasting pills. I am 
cleaning up that wastage because they choose to drink alcohol and they are scared to mix 
the treatment with alcohol in their bodies. So, I just say “give them to me” and I take all 
those containers. Even those grannies who don’t drink their pills for high blood pressure, I 
take their pills. I don’t have to sit the whole day at the clinic waiting for pills while those 
nurses shout at me 
The NPO workers and the women from the card game spoke highly of Sophie and her work as a 
“spokesperson” for people living with HIV. Sophie realized that if she performed what was 
usually told to patients by health practitioners and presented herself as a compliant bio-citizen 
she will have access to food parcels and food vouchers even though she is not affiliated with the 
NPO15. Sophie declined a recorded interview because of the sensitive content which she shared 
                                                 
15 Health care practitioners play a pivotal role in encouraging ART adherence in HIV positive 
patients in the way in which they frame and fashion therapeutic citizenship (Russell, Namukwaya, 
Zalwango & Seeley 2016, 1448). The health care practitioners provide the patients with the 
language, adaptation skills and knowledge that is practical and which shapes the individuals’ 
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as she was concerned about how it could damage her chances of being called to be a speaker in 
the future however gave consent for the material to be used for the research under a pseudonym.   
Marsland (2012:475) argues that this is the development of an AIDS industry. I want to 
extrapolate this further especially in light of what I found in the context of Letsholo township by 
arguing that perhaps “poverty itself is an industry”. NPOs give jobs to millions of care workers 
because of poverty. Secondly, it does not matter how much aid is given to poor people the aid is 
just enough to maintain them in their impoverished state. So even if all the recipients of care 
were to receive food parcels every month without fail this would not mean that they are out of 
poverty. The assistance would just ensure that the people do not die of starvation whilst equally 
ensuring that they do not escape poverty. Le Marcis (2004, 465) explains this perfectly in the 
argument that the interest behind “individual care” for some stakeholders has a profit making 
motive and political motivation. The stakeholders that donate a bag of maize meal and clothing 
become heroes in the eyes of the impoverished especially during election time in South Africa. 
The government becomes a hero for creating jobs creation with the home-based care worker 
programme. However, the situation of poverty remains unchanged ultimately 
It is important not to overlook the work ethic and selfless dedication of care workers to serving 
their recipients of care. Care workers dedicate their work to serving those who are in more dire 
situations of need than they themselves. They also expressed how their work as care workers 
gave them a sense of purpose. In one case, a former sex worker shared that her work as a sex 
worker gave her choice to make money through alternative means. Secondly even though she 
still supplemented her income through sex work occasionally, she could resist client who offered 
                                                 




her more money for unprotected sex because she was no longer desperate for money as she was 
before she started working as a care worker. The care workers in general valued the sense of 
appreciation which they received from their recipients of care whom they had built rapport with 
during the frequent visits. So while there was some economic benefit in the form of stipends it 
was not the primary motivation for the care workers doing the work which they did. Whilst they 
may have been complicit in the forgery of the evidence present to meet targets set by funders, 
this does not take away from the sincerity with which they served the recipients of care. Which 
leads to a very important point, that one thing that cannot be overlooked is that South Africa has 
a far reaching welfare system. Whether manipulated or not the welfare system does make a 
difference in the lives of the communities which it serves otherwise people would not be 
involved in welfare especially when it is voluntary. As highlighted above the problem lies with a 
broken system with poor monitoring, lack of accountability and few opportunities for upward 
social mobility for the care workers. 
Conclusion   
The findings in this chapter suggest that an NPO economy has developed in Letsholo township 
where NPOs seem to be exploiting poverty-stricken women by promising them food parcels in 
exchange for their sero-status. The women in turn are exchanging their HIV positive status for 
food because of high levels of poverty and unemployment. These NPOs appear to be pre-
occupied with the production of metrics which they can present to the donors in exchange for 
income. The data also suggests that there are NPOs that mismanage funds from the funders and 
that some of the NPOs seem to operate as money-making ventures.  I have also highlighted how 
the “jobs” that NPO workers have are poverty traps because they are stuck in precarious 
“employment”. Their contracts are renewed annually, they have very few opportunities for 
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advancement and they are not protected workers with rights. It seems that the care workers and 
their recipients of care are all part of an exploitative system that takes advantage of their 
impoverished state. However in spite of this it cannot be overlooked that South Africa has a far 
reaching welfare system which no matter how small the change, does make a change in the lives 
of the people. In chapter four I speak about groups of women in Letsholo who have managed to 




Chapter 4: Informal Social Support Groups for Women in Letsholo 
 
According to Marsland (2012, 472) getting an understanding of how HIV positive people 
navigate their lives after infection requires us to take sociality and locality as seriously as we do 
the “bio.” We tend to pay more attention to the biomedical aspect as well as the biological 
identity of people living with HIV. People living with HIV associate on the basis of pre-existing 
social relations and not just because of their biological status. In this chapter I will analyse two 
case studies of social groups which the women were part of before they became infected with 
HIV. These groups include a gambling club which the group members refer to as “the women’s 
stokvel” as well as a group of women who worked as sex workers that referred to themselves as 
“the church”.  I review literature on the significance of gambling clubs and stokvels in the 
township and I discuss how these types of social formations have gained significance in offering 
social support to HIV positive women in Letsholo.  
Society sa bomme (the women’s stokvel) 
I was introduced to a group of women that play cards by Sophie from chapter three when I went 
to interview her. Sophie was trying to connect me with other women who are HIV positive to 
participate in my study and had told me to go inside her house and speak to the women who were 
sitting in her dining room. When I entered the dining room, I found a group of about eight 
women sitting in a circle on the carpet in the dining room of Sophie’s sparsely furnished four-
roomed house. The women were busy playing cards. I introduced myself and told them about my 
study. When I asked if any of them were interested in taking part in the study, the women looked 
around the room asking each other who would be available for an interview later on. They 
noticed the look of confusion on my face as I watched them have a discussion among 
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themselves. It was then that Sophie explained to me that most of the women in the card game 
club are HIV positive. She explained that the number of women present was only half of the 
women that usually comes and plays cards.  The group is a gambling club in principal, however 
because the women spent a lot of time together the group had become a social support system for 
the women where they spoke about their daily struggles. After the women found out about their 
HIV positive statuses, they started offering support to each other and started referring to the 
group as society sa bomme, which is a Sesotho phrase for the women’s stokvel.  
This group is made up of young and middle-aged women with the ages between 24 and mid-50s. 
Most of the women are uneducated and the educated few did not go further than grade 12. They 
are all from the same neighborhood.  Most of them are unemployed and live in poverty. The few 
among them that are employed work as domestic workers for two or three days a week. Some of 
them plait people’s hair for money, some sell atchaar which is a popular township condiment 
made out of mangoes while others are in direct marketing of cosmetic products and home ware. 
They usually sell these items on credit and then collect the money at the end of the month. This 
is based on the general and unspoken understanding in the township that money is scarce during 
the month. While two or three are married customarily, most of them are single mothers16 and a 
few are co-habiting with their long-term partners.  Most of the women were born and raised in 
Letsholo and have lived most of their lives in Letsholo township.  
The women were brought together by their shared common histories of the struggle to survive, as 
divorced, unemployed and abandoned single mothers. They played the open five cards game 
which is a variation of poker and on a good night an individual can go home with an average of 
                                                 
16 The fathers of their children are not involved physically, emotionally and financially in the 
children’s lives (Lansford, Ceballo, Abbey & Stewart 2001, 842).  
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R3300 when it is month end. They usually play from four o clock in the afternoon to eleven o 
clock at night. The play time is however extended until seven o clock the following morning at 
the end of the month. It is during this time that most of them have money that they collect from 
their customers, wages for piece jobs, money from their husbands or boyfriends and money from 
the child social support grant. When I enquired about them losing the child support grants they 
said that they only gamble a small portion like R50 in an attempt to multiply it. The women met 
daily to play cards at Sophie’s house. They paid Sophie a small amount of money for playing at 
her house. The women played to make some money so that they could supplement their income. 
However, monetary gain was not the only reason why they played cards. Studies in literature 
have revealed that gambling is an important component in the everyday life of township women 
who gamble, because it is a medium that fosters relations between them and it is a space for the 
women to share their hopes and aspirations as well as get social support from fellow gamblers 
(Louw, 2017:129; Scott and Barr 2012, 5). This is what I also found in Letsholo township. 
What started off as a card game to make a little money transitioned into a support group where 
the women could support each other in navigating their life struggles. When apartheid ended 
many South Africans looked forward to experiencing a better life, but unfortunately this has not 
been the reality for many people who remain marginalized. Unregulated gambling is one of the 
ways in which many South Africans who’s social and socio-economic situation remain hopeless 
try to survive (Krige 2012, 69). Louw (2017, 116-126) conducted a study on unregulated 
gambling in Black South African townships such as the game of cards and fahfee which are 
played mostly by middle aged and working-class women. The players usually need as little as R2 
to R20 to play. He found that the aggregate losses that the women experience in these games 
usually exceed the aggregate gains. His study found that even though the players did appreciate 
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the winnings from time to time, the real reason why they gambled besides escaping poverty or 
difficult economic situations was the social gains that were involved.  
It is not surprising that the women in the cards club at Sophie’s house called themselves the 
women’s stokvel. The social support dynamics in the club follow an old social formation in 
black townships called stokvels. Stokvel refers to self-help schemes in black communities which 
are mostly initiated by South African black township women (Van Wyk 2017, 15). The aim of 
the stokvels is to help alleviate poverty in communities where the women are marginalized and 
enjoy very little participation in the mainstream economy. The stokvels are usually either saving 
clubs, loaning schemes, burial societies or friendly societies (Verhoef 2002, 8; Buijis 1998, 36). 
Stokvel money can also be used to supplement limited income, it gives women access to credit, 
and it can be used to buy groceries in bulks from wholesalers at the end of the year, be used to 
buy shares in the Johannesburg stock market or be used as a start-up for small and medium 
businesses (Van Wyk 2017, 16). A stokvel unusually consists of a minimum of 12 women who 
join on invitation and it is governed by a constitution which contains the purpose and rules of the 
stokvel. The members usually meet once a week, one every fortnight or once a month to make 
the stokvel contributions. If it is a saving stokvel they meet monthly to get an update on the 
growth of the savings.  
A study by Van Wyk (2017) on stokvels revealed that even though joining a stokvel was 
voluntary, the women were usually compelled by circumstances beyond their control to start or 
become part of stokvels. These circumstances included unemployment, death in the family as 
well as a desire to start a business using the stokvel money. The stokvel was described by the 
participants as a “lived experience and an identity” (Van Wyk 2017, 18).  The stokvel meetings 
did not only serve as a space for socializing and monetary exchange, they were also a space 
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where the members could share their struggles, speak about their anxieties and aspirations as 
well as receive social support from the other members. The stokvels offered the members a sense 
of belonging, a sense of self and provided them with a sense of social security. This is how the 
women in the card game club described their experience in the group. They described as a space 
where they find solace. 
“More than just a card game”  
Zandile a 27-year-old woman was one of the main informants whom I later discovered was a 
participant in the card game for more than two years at Sophie’s house. She spoke excitedly 
about the women’s stokvel and described it as a place where she found support. She said that it 
was like her second home. Zandile grew up in Letsholo and was raised by her grandfather 
because her mother was an alcoholic who neglected her when she was still a child. Her 
relationship with her mother is very fraught. Zandile got married when she was 18 years old after 
she fell pregnant while still in high school. She completed her matric qualification but stayed at 
home thereafter. Her marriage ended two years later when she found out that her husband was 
having an affair with another woman while she was mourning the death of their seven-month-old 
second child that had died suddenly. She said that after that she had a few relationships with a 
few men because she was lonely and destitute. She said that she suspects that she may have 
contracted HIV during that time. It is also possible that she may have been infected before her 
marriage ended as a result of her husband’s infidelity as well.  
Zandile’s mother is also HIV positive, however she had never reached out to her for support 
especially due to their historically strained relationship. At the time of this study Zandile was in a 
three-year long relationship with a 52-year old married man who owned a small construction 
company. The man took care of her and her first born child financially. At the time of our 
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conversation she was expecting with this man’s baby. She worked as a domestic worker before 
she became pregnant. She shared with me why she found pleasure in the everyday experience of 
going to Sophie’s house and meeting with the other women who played the card game, 
It’s more than just a card game. We speak about a lot of things during the game. We can’t 
play in silence. Someone will speak about what is happening in their homes like infidelity, 
conflict and other things. Usually someone will speak about a certain issue and we just 
jump on to it. When you are there you speak about your issues and you just offload and 
you walk out of there feeling better. It’s like a second home for some of us. 
It is evident from the excerpt that the card game has served as a space where the women can 
share their social struggles. As the women learnt about their HIV positive statuses the topic of 
HIV slowly became part of the things that they spoke about and gave advice on in the group. 
According to Zandile, initially it was one or two women that talked about their HIV positive 
status and openly took their treatment during the card game because of the stigma that is attached 
to HIV. Gradually more and more of the women started to open up. She spoke about how the 
process unfolded, 
We also speak about this thing, HIV. Like someone will say, hey you know I went to the 
clinic and I was told that I have it. Then we will start sharing about our own experiences. 
We say to them “just look at us we are healthy we don’t look like we’re infected”. You 
must just take the treatment and you will be alright. We’ll also ask them when their clinic 
date is and if one of us can accompany them there. About 90 percent of us there are HIV 
positive.   
Not only do the women speak to each other about the challenges related to adjusting to a life 
living with HIV and taking treatment, they also speak about the material challenges that they are 
faced with adhering to treatment. Even though ART is available for free to patients, studies show 
that there are still material hindrances to the patients adhering to ART.  A study conducted by 
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Hardon and others (2007, 3-9) found that food insecurity, the lack of transport money to travel to 
health facilities, the registration fees that patients have to pay at private health facilities and the 
time spent in long waiting queues which results in the patients missing work and losing; to be 
some of the reasons why patients struggled to adhere to ART. Other challenges were related to 
the treatment itself, such as the side-effects of taking the treatment and the excruciating hunger 
pangs which the patents experienced when they initiated treatment.  Lastly, some patients 
struggle to take their treatment in the presence of people who they had not told about their status 
because they feared stigmatization.  
In my study I found that the women in the cards club took a practical approach to assisting each 
other to overcome the barriers to adherence. The women knew each other’s clinic dates and 
reminded each other either the on the day before or on the morning of the clinic appointment. 
They usually accompanied those initiating treatment to the clinic and offered them morale 
support especially when they had not yet disclosed their status to their kin. The women were also 
observant of any physical changes in each other and when they noticed such changes in one of 
the women, they would ask the woman whether she was adhering to treatment. In some cases, it 
transpired that some of the women had stopped taking the treatment because of the negative side 
effects. The rest of the group would the women to resume treatment again. According to Zandile, 
there are two 42-year-old ladies in the cards group who are twins that are both HIV positive. 
They are the ones who introduced what was a previously taboo topic into the card game group 
and made it easy for the rest of the women to talk openly about their statuses. Zandile described 
the role that the twins played in encouraging the women. 
Sometimes some of the women would leave early in the morning to go to Louis Wepenaar 
Hospital in town because they are scared that they will bump into someone they know our 
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local clinic. Next thing the person does not have money for transport, and they start 
defaulting. The twins would say to her “this disease is like any disease tell us when your 
next appointment is and we’ll go with you to the clinic here instead of you wasting money 
taking a taxi”. As time goes on the person becomes free and they start to accept that they 
are living with this thing. 
The twins’ practice of taking their treatment openly during the card game encouraged the other 
women not to default on their treatment. According to Zandile most of the women took their 
treatment at eight o clock in the evening and the card game was usually still underway at that 
time.   
You will hear the twins say now it’s time for me to take my peanuts (ARVs). They used to 
say, “ha re komeng, rekomang kaofela” (which is Sesotho for “it’s time to swallow, let’s 
all swallow”). Sometimes another woman will say “I don’t have my peanuts with me will 
you please lend me?” I stay very close so I will come with extra ones give it to her so that 
she does not miss her treatment. And then when that person comes tomorrow, they return 
my pill. 
The manner in which the women at the groups lend each other the ART drugs if any member is 
not in possession at that moment is much like the stokvel where they assist one today and then 
tomorrow the assistance goes to another. The important thing is that everyone is taking the 
treatment when they need to. This act is not just limited to taking the drugs, but it is also 
extended to other material needs such as food. 
“If I give you today, you will give me tomorrow” 
One of the other ways in which they assisted each other was with food. Given that most of the 
women were poor, they sometimes struggled with food insecurity. Ntebeleng was another 
member of the group who was a 42-year-old unemployed single mother of two teenage children. 
She told me that she has not been able to work for years because she had an illness that 
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prevented her from carrying heavy objects or working for long periods of time because she 
became very weak and collapsed. Her household survived on the child social support grants of 
the two children. The father of her second child did make some financial contribution towards 
his child, however his contribution was inconsistent. There were months when he did not send 
any money because he was supporting his family as he was married. Ntebeleng narrated how her 
friends sometimes assist her with food during those dry seasons when she is experiencing food 
insecurity. 
My friends also have this thing (HIV) so they also know what it’s like living with it. 
Sometimes when I don’t have food, they will say Ntebeleng here’s a little something, take 
this and go and eat with your children. It’s because they know that it is a struggle to drink 
these pills without eating something. You have to eat something when you take them. Then 
next time when I have the food, I also help them too. If I give you today, you will give me 
tomorrow when I don’t have 
Kalfonos (2010, 364) dissected the meaning of the hunger experienced by ART patients to 
signify two things that were related. Firstly, he underlined that even though ART allowed the 
patients long life, the question of the food needed by the patients for them to take ARV still 
remained unaddressed in settings characterized by food insecurity. Secondly the hunger signified 
the pervasive structural poverty. When the patients initially commence treatment their viral load 
drops and the immune system begins to reconstruct itself. As the patients recover this process 
unmasks the hunger which is the poverty that has been stifling the patients all along. Even after 
the health of the patients has improved the daily struggle for survival under extreme conditions 





The second case study is on a group of women who referred to themselves as “the church”. The 
group was made up of women who were born and raised in Letsholo as well other women who 
moved to Letsholo in search of employment, from the western region of the province. The 
women work as sex workers. They stay on the property of an old woman which is known in the 
neighbourhood as “the R5 place”. The property gained its name as a result of rumours dating 
back to 20 years ago that the women staying on the property sold sex for R5. The women stay in 
several shacks on the property with the old woman and her granddaughters. According to my 
informant Teboho who stayed on the property, all the women staying on the property were HIV 
positive and taking ARVs. The struggle for survival is what brought the women together to that 
place. 
Before the women came to stay in the old woman’s yard, she was staying with her three minor 
granddaughters who were abandoned by their mother. The grandmother’s only source of income 
was renting out the rest of her property to the tenants who came with their own shacks and 
erected them in her yard. The rental income she charged per shack ranged between R30 and R50 
depending on the size of the shack and it was hardly enough to keep her household. The women 
which she rented out to were sex workers, but she threw a blind eye to that because they paid 
their rent on time.  The grandmother as a marginalized woman herself related to the struggles of 
the women and understood that they had families of their own who they sent money to. Those 
factors outweighed the fact that her property was gaining a reputation as a brothel and her own 
granddaughters were being exposed to sex work which they would later join.  
The granddaughters found the extravagant lifestyle which the sex-workers were living beguiling. 
They saw how it enabled the women to afford clothing and many other things which their 
grandmother could not afford to give them. They started working as sex-workers too. They 
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would go to school during the day and work as sex workers at night. The grandmother did not 
question them because they were now able to do things for themselves and relieved her of some 
of the financial burden of taking care of them. The women in the yard later learned about their 
HIV positive status and they together with the granddaughters became a support system for each 
other and they started to refer to themselves as the church.  
I had an interview with Teboho who is the youngest of the three granddaughters. She told me 
that her two older sisters never wanted for her to become a sex worker and they tried everything 
that they could to provide for her needs to ensure that she did not tread down the same path as 
them. Unfortunately, Teboho fell pregnant in her early twenties. She first found employment at a 
retail store where she was paid R150 a week. She explained that after subtracting the transport 
money and buying toiletries for herself, the remaining amount was barely enough to cover the 
cost of  the baby formula and nappies, therefore she ended up going into sex work so that she 
could make enough money to provide for the child’s needs.  
Teboho was now 33 years old. She also worked at the Nqobile Women Empowerment NPO that 
focuses on HIV prevention in sex workers.  In the social group called the church, she was like 
the church leader who preached to the women about taking care of themselves and she used the 
knowledge that she has gained from working at the NPO to empower  everyone else in the group. 
They usually sat together in the yard chatting and drinking their beers while she encouraged 
them to take their pills. Similar to Beauty and Thabile in chapter two, Teboho also still worked 
as a sex worker from time to time when the stipend from the NPO was not enough to cover her 
monthly expenses. She told me about their daily lived experience in the yard, 
Even here in the yard we all are sick. We are a team in supporting each other in taking our 
treatment and we call it our church. When we’re sitting here on weekends drinking our 
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beers I’ll shout out “guys it’s time for church”, I am the timekeeper. Each person then goes 
into their house and they drink their ARVs. If one is too lazy to go to their house, I’ll just 
say take one of mine and you’ll bring it back later and then life goes on. I always encourage 
the ladies to take care of themselves in the field. I supply them with condoms because I 
don’t want them to make any mistakes. 
Sex-workers are marginalized in the community and it is not surprising that the women support 
each other. All the women that I spoke to who were sex-workers were happy for me to tell their 
story because they felt that nobody has ever taken the time to try and understand the 
circumstances that lead them into this type of work. They understood each other’s lives better 
and the circumstances that led them to become sex-workers and that was the glue that kept them 
together. They are outsiders within their own neighborhood. The fact that they call themselves 
the church is also an interesting subject to unpack in the context of Letsholo township.  
One interesting fact about Letsholo township that I cannot leave out is that we are a very 
religious township. We start almost every event with a hymn and a prayer. Prayer is commonly 
the first item on the programmes at different events such as weddings, parties, burial societies, 
family gatherings, graduation parties, baby showers and stokvel meetings. The NPO that hosted 
me started each day with a hymn and a prayer. On my very first day there they asked me what 
my favourite hymn is and we sang that and prayed. Another very common occurrence is that of 
people who are drinking in a group that somehow usually end up singing a hymn or two when 
they are in a drunken stupor. It is also not unusual to see a drunk man or woman walking by 
herself in the street singing a hymn. In spite of all our religious tendencies sex-workers 
experience so much rejection in Letsholo. The actual churches have even lesser tolerance for sex 
workers and seldom acknowledges people living with HIV. The churches’ focus is usually on the 
association of these two issues to sinful acts such as adultery and fornication. 
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I have been an avid churchgoer for half of my life. I have had an authentic ethnographic 
experience and the opportunity to observe how churches exploit the topic of HIV for monetary 
gain. The congregants in the churches I went to were mixed in terms of socio-economic status, 
marital status and level of education with the majority of the church members being women.  I 
may not identify with most of the lived experiences of the women in my study in that they are 
HIV positive, however because I shared the same church spaces with women who are similar to 
them I believe that I can provide valuable analysis of their relations with the church on the topic 
of HIV and the type of support or the lack of that the church offered to those that are infected.  I 
attended two charismatic churches which both have an international presence, namely the 
Universal Church of the Kingdom of God and the Assemblies of God church. I attended 
seminars and revivals at other smaller charismatic churches too. HIV has commonly been 
associated with adultery and promiscuity in these churches. From my experience, the common 
perception that is held in the church is that if they spoke about the topic of HIV and dwelt on it, 
they would be promoting adultery. Adultery and promiscuity are associated with demonic spirits 
in the charismatic churches.  
I attended the Universal Church of the Kingdom of God Letsholo branch during my adolescent 
years from 2004 to 2009. The majority of the people in this church were working class people as 
well as many impoverished people who were came to church with the hopes of getting financial 
breakthrough, healing from various diseases and the resolution of family conflict through prayers 
of deliverance. I remember how the preachers would sensationalize the topic of HIV.  They 
would publish photographs of people in the churches’ newspaper who claimed that they had been 
healed from HIV after attending several spiritual deliverance services at the church. These 
testimonies were always accompanied by prompts for people to take envelopes and exercise their 
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faith by placing monetary offerings inside the envelopes so that they can receive their healing for 
any ailments that they were suffering from. The message was that if God could heal an ominous 
disease like HIV, He could heal any other disease as well. I personally know two women who 
would give their entire monthly salaries as an offering at the church because they desperately 
wanted to be healed from HIV. One of the women worked for a contracted cleaning company 
were she earned R1800 a month which she would give as a sacrifice at the church with the belief 
that she would be healed from HIV.  This woman would then borrow money from her 
neighbours and relatives so that she could buy food for her children until she received her salary 
for the next month, because she was really desperate to be healed. She was never healed and 
subsequently left the church. She is still taking ARVs. 
Other churches sell the so-called holy water and holy oil which they claim have the power to 
heal HIV and other diseases. Some preachers have even gone as far as advising people to stop 
taking their treatment by saying that it is a sign that such people were doubting God’s ability to 
heal them. Several people stopped taking treatment and had a viral rebound in previous years.  
Lesedi FM, a national radio station which has a large number of listeners in Letsholo started 
warning people that they should not take this advice from preachers who tell them that they 
healed HIV positive people. Lesedi FM explained that the people who were saying that they had 
received negative test results after being prayed for were people who had reached viral 
suppression as a result of adhering to ART, but they were not healed from HIV. I would hear the 
pastors during the Friday deliverance services telling people to stop taking treatment and that 
they should tell the devil that he cannot live in their bodies. I had never seen anyone in the 
church speak out in front of the congregation that they were HIV positive. However, one of the 
common practices in the church was for people to write their prayer requests on a piece of paper 
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and put them in an envelope with an offering, sometimes we put the prayer requests directly into 
the offering bags. The pastors therefore had privy to the several prayer requests from people who 
wanted to be healed from HIV. 
This church organized a march against HIV in Johannesburg in 2005 which was attended by all 
the members from all the branches in the province. We were told by the church as the 
congregants to conduct door to door outreaches inviting people to attend the march were they 
would receive healing. I remember how the church requested a special train from Metrorail 
which would transport people Letsholo to the march. We filled the train to capacity so much so 
that there were even people standing in every coach. We marched around Newtown 
Johannesburg, wearing green t-shirts and assembled at the Mary Fitzgerald Square. There were 
no experienced professionals to speak to the crowd on the topic of HIV present. The bishop of 
the church and the pastors are the ones who spoke from a biblical point of view and we sang 
songs about HIV. The event received coverage from the SABC news. I am of the belief that the 
church picked HIV the topic of HIV because many people were scared of HIV during that time 
and people were willing to try anything to be healed. An event like that would surely grow the 
membership of the church and attract income for the church in the form of healing offerings. 
Thousands of people were present at the march. Besides the circumstances which I described 
above the subject of HIV was generally not spoken about in the church. This church and several 
other big charismatic churches amass a lot of money in tithes and offerings and they have so 
much social capital which they can use to make a significant contribution to the fight against 
HIV. The churches also make a lot of money when they centre their healing campaigns on HIV. 




Alio, Makhale, Hornschuh, Hlongwane, Otwombe, Keefer and Dietrich (2019, 2-9) interviewed 
several religious leaders from Soweto township about the churches’ involvement in the fight 
against HIV. Most of the religious leaders said that their doors were open to individuals who are 
infected with HIV. The study underlined that these assertions need to be taken with caution as it 
is likely that the interviewees may give this socially acceptable responses lest their church 
communities be viewed as judgmental or lacking forgiveness towards sinners. This is especially 
because the interviewees were not asked about their own personal thoughts about people that are 
infected with HIV. The study found that one of the limitations of the churches’ involvement in 
fighting HIV is that despite the widespread dissemination of information on HIV, congregants 
still tend to view HIV through a religious perspective. There is a widely held belief that HIV 
infection is a punishment for the individual leading a wayward life or that it is a spiritual attack 
on an individual. Before the infected individual can get assistance from the church there is a 
tendency for the helpers to first enquire about the mode of infection. This is usually followed by 
mentorship or guidance on lifestyle choices. If infection took place as a result of sinful behaviour 
such as pre-marital sex, adultery, homosexuality or substance abuse the person is taken through a 
process of repentance and restoration. This inflicts internalized self-guilt on the infected 
individuals and it often leads to the “othering” of the infected congregants (Alio et al 2019, 8). 
The “othering” of individuals is very common in church spaces and the two churches which I 
attended were no different. The tendency to associate HIV infection with immorality and 
recklessness behaviour is pervasive in Southern African churches It is therefore important to note 
that whilst religious institutions can play an essential role in HIV prevention and awareness as 
well as supplying material resources to HIV positive individuals the carrying out of religious 
teachings and doctrines takes primacy (Awoyemi 2008, 3). According to Agadjanian & Menjivar 
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(2008, 319) there is still a lot of work that needs to be done towards the “destigmatisation” and 
“desexualisation” of HIV within the church.  
Clinical support in Letsholo: adherence clubs  
The Thutukani Home based care NPO is one of the NPOs that facilitated adherence clubs in 
Letsholo. These are formalized social support groups that are aimed at encouraging adherence to 
treatment in HIV positive patients. The relations in these clubs are based primarily on the 
biological condition of the individuals. The clubs consist of 30 people that are on ART. The club 
members meet at the club venue for an hour, every two months. The adherence clubs are held on 
clinic premises and other venues in the communities such as churches, NPOs or community 
centres that are linked to the clinic (Hanrahan et al 2019, 1). There is a facilitator who conducts a 
quick clinical assessment which consists of weighing of the club members and screening them 
for TB and then distributes pre-packed ARV drugs to each member at the adherence club. The 
facilitator may write a referral to the clinic for the club members that need additional medical 
attention. If the members miss the club date, they have a five-day grace period to come and 
collect the ARVs at the adherence club venue. The club members are also entitled to register a 
friend or buddy that can collect the treatment on their behalf if they are unable to come to on 
their club date, however they need to attend the next adherence club appointment themselves. 
The club members also need to attend the compulsory annual blood tests appointment 
themselves.  
One of the biggest advantages of the community-based adherence clubs is that they are closer to 
the homes of the club members. Even though the clinics may be a further distance away, 
however, it is easier and more convenient for the club members who attend clinic based 
adherence clubs to consult with medical practitioners, after the assessment at the adherence club 
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when there is a need to do so. Studies show that adherence clubs create inequalities. In a study 
conducted by Macgregor, McKenzie, Jacobs & Ullauri (2018, 3-18) on the “scaling up ART 
adherence clubs in the public sector health system, it was found that adherence club members 
enjoyed the convenience of not having to wait in long queues to get treatment in comparison to 
non-club patients that collected their treatment directly from the clinics. The convenience that is 
afforded to club members is viewed as a reward for consistent adherence to ART and a 
suppressed viral load. This however comes across as privileges being given to certain patients. 
This then illuminates the exclusionary nature of adherence clubs because efforts should be made 
to ensure that the right to quality of care is enjoyed by everyone receiving medical treatment in 
the public sector and not just a particular category of patients. This new system of care has 
introduced new inequalities albeit having had the best intentions. It creates differentiation in the 
treatment of patients that are viewed as “responsible” and patients who struggle with adherence 
to treatment, which are therefore viewed as irresponsible and excluded from the clubs.  
There are circumstances which sometimes call for patients to be relegated back to the monthly 
clinic routine from the adherence clubs. This usually happens when patients have developed 
other clinical conditions that need intensive clinical care which also includes pregnant women. 
When the patients are relegated back to the clinic, they see it as punishment. This has had 
detrimental medical outcomes for some of these patients that have shown resistance to going 
back to attending treatment at the clinic. Patients that have been sent back to regular clinic 
treatment as well as those that are not in the adherence clubs perceive themselves as failures. 
This is also owed to the fact that the reasons for being sent back to the standard clinic treatment 
are sometimes not explained clearly to the patients (Venables et al 2019, 6). Individuals are 
referred back to regular consultations at the clinic for several reasons; such as when they failed to 
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show up at the club and had a buddy collect their treatment for them two times in a row; picking 
up their treatment late three times in a period of 12 months; did not collect their treatment at all; 
pregnant women; they test positive for TB; they had a viral load rebound; there is a need to 
change the drug regime and chronic comorbidity (Hanrahan et al 2019, 7). The patients that are 
sent back feel exposed and ashamed (Venables et al 2019, 7-12). Membership is synonymous 
with obedience to the adherence club membership rules and those that are in the clubs need to 
make every effort that they can to avoid being taken out of the group or avoid the repetition of 
such an experience if they have endured it. Conversely some patients that attend adherence clubs 
that are clinic-based feel that membership in an adherence club leads to the inadvertent 
disclosure of their status because the club members are separated from the rest of the patients in 
the clinic. As a result, membership in the adherence clubs can lead to stigma which has been 
found affect adherence to treatment negatively (Dudhia & Kagee 2015, 491). 
The exclusionary nature of adherence clubs as described in literature is problematic because the 
individuals that have not been able to maintain stable viral suppression and those who develop 
comorbid chronic diseases are excluded from the clubs whilst the syndemic suffering that 
underlies their inconsistent adherence to treatment is not being addressed. This seems to suggest 
that the individuals are being punished for failing to adhere as a result of issues that may be 
beyond their control. Poverty and food insecurity is one of the reasons why people struggle to 
take their treatment consistently. Poor people might not afford to miss a day at work to attend the 
club meetings because it will cost them a day’s pay. Stigma is still an issue and as a result 
individuals might not have a support system in the form of buddies to collect the treatment on 
their behalf if they are unable to collect it themselves. Individuals might also develop co-morbid 
diseases such as high blood pressure due to various stressors within their environment. 
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Inequalities in sexual relations and the inability of women to negotiate safe sexual practices can 
result in re-infection which can lead to viral rebound. Inadequate housing and overcrowded small 
living spaces with poor ventilation can result in the susceptibility of HIV positive individuals to 
opportunistic diseases such as TB.  
There is a need for a better understanding of the factors that lead to the loss of patients in club-
based care at a micro level (Hanrahan et al 2019, 3). Attention must be paid to the issues related 
to context such as the political, economic and geographical landscape of the patients as these 
aspects do have an impact on adherence outcomes (Niehause 2014, 6). According to Flamig, 
Decroo, Van Den Borne and Van den Pas (2019, 10) adapting the adherence clubs programme to 
the needs of the patients is very important for the sustainability of the programme. The 
programme’s capacity to respond to crises that emerge in an efficient manner is also imperative. 
The clubs need to do a follow up on patients that miss their club dates, patients that are lost to 
care and also follow up on the health outcomes of those patients that were referred back to the 
clinic.  
In my study I also found evidence that seems to suggest that adherence clubs create opportunity 
for exploitation of the care workers. One afternoon as Maria and I were walking home she 
expressed her frustrations to me about how she is supposed to receive a second stipend from 
Thuthukani home based care NPO for the work that she does at the adherence clubs. She 
explained that because the adherence club is a programme under the Department of Health, the 
Department of Health gives the NPO an amount of R10 000 for facilitating the club. The 
Department of Health then pays a separate stipend to the designated care worker from the NPO 
who facilitates the adherence club. This stipend amount is released every 6 months as a lump 
sum, and it is paid by the Department of Health into the bank account of the NPO. The NPO 
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manager is supposed to pay this stipend into the club facilitator’s bank account. Maria alleged 
that the NPO manager took 50 percent of the stipend money that was due to the club facilitator. 
The NPO manager then divided the remaining 50 percent of the stipend between Maria and the 
usual facilitator who was on maternity leave. According to Maria there is additional bonusing 
that the Department of Health awards to the NPO that surpasses the set target for each region. 
The Thutukani home based care NPO allegedly surpassed the target and received a performance 
bonus amount of R15000 at the beginning of the financial year. Maria said that the NPO 
manager took this entire amount for herself as well. Maria shared that she was scared to ask the 
NPO manager about the total amount of money which was due to her for facilitating the club. 
She was scared that the NPO manager might not employ her in the next financial year if she 
asked too many questions. 
I have shown how women in the two informal groups namely the women’s stokvel and the 
informal church have come together on the basis of non-biological social connectedness. These 
two informal social support groups have demonstrated a social as well as support helping each 
other in dealing with HIV stigma and ARV adherence. I have contrasted these two informal 
groups with clinic groups such as adherence clubs and the church. I have shown by drawing on 
secondary literature in the case of the adherence clubs, and my own experience in the second 
case how these two informal groups can be very exclusionary in nature and they also have a 
tendency to reproduce stigma. The informal groups are characterised by reciprocity between 
where the women. They offer each other food so as to make sure that they adhere to ARVs. Non-
adhering patients are kicked out of the adherence clubs without any further assistance on how 
they can overcome the impediments to consistent uptake of treatment. The informal social 
support groups are also different to the churches that exploit the women’s HIV positive status by 
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selling them church products that will supposedly offer them healing and relief from the disease. 
The church that I went to in particular made significantly large sums of money from the 
monetary “sacrifices” made by the church members. However, the church has never given out 
food parcels or some sort of material support be it women neither were there any empowerment 
projects which were aimed at sustainable livelihoods. 
 “We never assess if we are empowering the correct women” 
So far in this chapter I have presented the social formations which I found in Letsholo, the 
formal social structures such as the church and the adherence clubs which are recommended by 
the Department of Health and noted the significance of each in offering support to the women. 
Poverty is one of the main reasons why the women in Letsholo, be it the care workers or the 
women who exchange their sero-status for food parcels as well as those who desperately seek 
their breakthrough in the church are being exploited. I decided to do further investigations to find 
out how social groups such as “the women’s stokvel” and “the church” could be capacitated so 
that they translate into sustainable livelihoods for the women in Letsholo. To do this I had to find 
out about the development initiatives that were already in existence in Letsholo. I had 
conversations with officials who work in the sustainable livelihoods unit of the Department of 
Social Development. The sustainable livelihoods unit of the Department of Social Development 
focuses on alleviating poverty and creating safe and sustainable communities. The unit runs a 
food bank which gives food parcels to impoverished families, gives funding to NPOs (hereafter 
called centres) that are focused on youth and community development and it also funds 
cooperatives which are created by the members of the community. The youth and community 
development centres have four functions which are; to provide information and referrals, skills 
development programmes, running social programmes and encouraging entrepreneurship. The 
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biggest project that is funded under this unit to date is the school uniforms project; whereby the 
department funds 70 cooperatives in the region which make and distribute school uniforms to 
several schools in the region. The schools identify children from poor households, whose parents 
cannot afford to buy the school uniforms and they send the list along with the sizes for the 
children to the Department of Social Development. The department then gives money for 
supplies to the cooperatives who then sew and transport the uniforms to the schools. The women 
in the two social groups in my study had some sort of a system that they were using to survive 
however it was not sustainable on the long run in providing for their material needs. 
The women in the social groups took turns assisting each other with food at different times of the 
month so that they were able to take their treatment daily. It is important to be mindful of the fact 
that these women who assisted each other with food lived in poverty. As much as this system 
they have been using has helped them to survive it is not sustainable on the long term. Over a 
decade ago the Department of Social Development used to give disability grants to HIV positive 
people with a CD4 count less than 200 (Leclerc-Madlala 2006, 249,252). These were individuals 
that were not in a condition to be fully employed and therefore needed the grant for sustenance. 
There was a major concern for the effect that this grant had on adherence to treatment. The AIDS 
consortium (comprised of various organizations involved in HIV initiatives) at the time called 
for the government to review this policy and this grant. The grant created a situation where some 
extremely impoverished people would go to the extent of not taking their treatment consistently 
so that they can have a low CD4 count to qualify for the grant. Many patients were prepared to 
stop taking treatment and put their health at risk in order to secure what they saw as a generous 
grant amount which would help them to sustain their families. My argument is that it important 
107 
 
that the women are empowered so that they can create realistic and sustainable livelihoods for 
themselves based on the system which they have developed for themselves.  
With the livelihoods approach analysis, decision making as well as project planning and 
evaluation revolves around households and their constituents (De Haan, Drinkwater, Rakodi & 
Westley 2002, 2-4). Developers need to have knowledge about the daily struggles and the 
survival strategies that are employed by the impoverished households. Developers should focus 
on first on the context and secondly on the participation of the people in the community when 
they collect this data. Contextual analysis involves the exploration of the social, political, 
economic and cultural issues that affect households as well as the key resources and 
opportunities in a particular setting. In order for public participation to translate to authentic and 
empowering development “public participation should become a way of life and the legitimate 
role of government [in this instance] is to enable the people to pursue their own agenda” based 
on what they need (Davids, Theron & Madhupye 2005, 112-113). The community members’ 
control over their own resources as well as access to information are the key ingredients that will 
empower them to take ownership and responsibility for their own development. The contribution 
of any other external parties should be aimed at enhancing the capacity of the community 
members to achieve sustainable development. I highlighted my findings on the biographical 
studies that I conducted on the lives of the women in chapter two, the relationship between the 
NPOs and the women in chapter three as well as the informal social support groups 
I spoke to three informants who fulfil different roles from in the unit of sustainable livelihoods 
the Department of Social development. I have provided very minor details about those three 
informants because the unit is very small. I have therefore avoided providing information that 
can inadvertently lead to the identities of those informant being revealed. The first person I spoke 
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to Ms. Mashinini. I asked her about the role of the youth and community centres in empowering 
women in Letsholo township. Ms. Mashinini expressed that she could not speak much about 
empowerment in general in those centres because most of the youth and community 
development centres in Letsholo had a short life span. She added that the problem with most of 
these centres is that they started off with no financial muscle of their own and depended heavily 
on funding from the Department of Social development. She was of the belief that the founders 
of these centres were just after money. She explained that the centres did not seem to display any 
other intention other than just getting money because they seldom demonstrated the vision to 
spread out by starting satellite centres. She shared the observations that she has made over recent 
years. 
Those centres are opened today and closed tomorrow. They are initiated by people who 
heard that there is funding in the department. So someone who has grade12 just puts 
together a board that consists of other uneducated people. So most of the time the board 
members are clueless about what is happening in the organisation. The centres die after a 
short while. 
Ms. Mashini highlighted that the lack of specialized development agents was a problem in these 
centres. She said that there are for example no theories or Acts of statute that define what Youth 
and Community Development is, or a particular framework that serves as a guideline, therefore 
too many people from different disciplines dabble in this field. She stressed that there is a need 
for qualified development agents as well as a regulatory body with which such agents can 
register with. Her sentiments towards the work that is done by the Department of Social 
Development towards youth and community development were as follows, 
I feel that the governments just funds these programmes so that it can say that it does 
something towards youth and community development. The three-month long skills 
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training programmes at these centres doesn’t make sense. Grooming takes time. I think that 
they need at least six months with the last three being used to connect the trainees to 
mentors in the relevant fields. They should do a SMART and SWOT analysis on each 
cohort and be able to say the centre has an x number of patrons that were successful after 
the training and they are now assisting the centre, hence it’s sustainable. Unfortunately, 
there is not even a follow up afterwards to see if they use the skills. 
My second interview was with Ms. Dladla who has worked closely with the youth and 
community centres as well as the cooperatives. Ms. Dladla held opposing views to those of Ms. 
Mashinini about the centres approaching the department with the sole objective of getting 
income and little to no interest in service delivery. Ms. Dladla was of the belief that the 
Department of Social Development also contributes to the shortcomings of these organisations 
and their failure to achieve sustainable development.  Ms. Dladla said that she felt that what the 
Department of Social Development does is artificial empowerment. When I asked Ms. Dladla to 
elaborate what she meant by that assertion, she explained as follows, 
We are supposed to look at the assets and capabilities of the community that we are trying 
to empower. We should enable them to come out of the cycle of poverty and other social 
issues. Instead we do artificial empowerment. The problems is that the department is too 
programme-orientated. We use a top-down approach and we never assess if we are 
empowering the correct women. Our empowerment is mostly monetary and lacks the social 
element. 
She expressed that initially there were centres which conducted a community needs assessment 
and existed with the sole objective of meeting the needs of the community members. Her view is 
that the problem started when the government started getting involved with the centres as their 
funder.  
We the funders especially the government, kill the vision. When the centres approached us 
we say “we have the money but this is our model. Do this.” The centre therefore ends up 
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finding itself out of its depth because they are pushing a project or programme which was 
not part of their initial vision. They therefore end up doing what they need to do so that we 
continue funding them.  Then actual community empowerment does not take place because 
the passion is lost. 
The biggest drawback for most centres according to her, was that the centres lacked fundraising 
skills. She was of the view that if the centres were trained on how to raise funds and be self-
sustaining it would result in the centres rejecting the model which the government imposed on 
them because they would have other sources of income and less centres would shut down. When 
I told Ms. Dladla about the biographical interviews of the women in my study and my findings, 
she highlighted that the department lacked this approach which she felt was essential. She said 
that if the department did an actual need assessment they would have discovered women like 
those in the “women’s stokvel” and the “church”. She said that the social formation of the two 
groups was actually a working template. The women in these two case studies have 
demonstrated cooperation, mutual trust, they have the best interests of the individual members of 
the group at heart and they share a common need. She pointed out that those characteristics could 
result in the two groups forming successful cooperatives which could translate to tangible 
empowerment and sustainable development.  
Ms. Dladla expressed that the school uniform cooperatives project was probably not even the 
best project for holistic community development, but because it has worked for years the 
department continued to implement it. She added that whilst the project does address the 
economic aspect it does nothing to empower the women holistically in other aspects, especially 
socially. She told me about the challenges that they sometimes faced with the cooperatives. Ms. 
Dladla explained that the mandate of a cooperative says that all the members are equal and are 
entitled to equal ownership and benefits of the cooperatives. The requirements are that there 
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should be at least five members in each cooperative and they should have a venue and their own 
sewing machines. According to Ms. Dladla this was not always the case and she expressed the 
following 
There are times when you will find that the individual that initiated the cooperative is 
driven by greed. She leaves the rest of the members out of important meetings and then 
insist on getting a bigger share of the money. Later, when I ask for feedback from the rest 
of the members, they realise that they are in fact all equal partners. This then opens up a 
can of worms as the upset women start telling me about how that individual mismanaged 
funds or skipped payments.  
She explained that the initiator of the group at times creates the impression that she is the 
employer of the rest of the group members especially if the initiator is the one who provided the 
venue and equipment for operation. This creates room for exploitation because the individual 
that has the means of production can take advantage of the rest of the women who are 
uneducated and ill-informed, especially if the functioning of the cooperatives is not being 
properly monitored and evaluated by the department. I think that there is also a knowledge gap in 
Letsholo township about the funding opportunities for cooperatives at the Department of Social 
Development. If this was information was readily known, I think that a lot of women would pool 
money together through stokvels and buy the equipment and even secure a venue for the project 
together. This would decrease the problem of women being exploited by an individual who 
initiates the project alone. Secondly investing the little money that women have in starting a 
cooperative is a better alternative to the card game where the women used the child social 
support grants. I asked Ms. Dladla whether the department provided direction or training to the 
cooperatives and youth and community development centres about what sustainable 
development entails so that the projects can have a significant impact. She responded as follows, 
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The Department of Social Development monitors if funds were used properly only. We 
just check the registers and see how many people came that month. Ideally, the youth and 
community development centres that we fund are supposed to have an exit plan for the 
beneficiaries like employment or entrepreneurship.  That does not always happen. The 
advice officers in the centres only have a matric qualification so not much can be expected. 
I prompted Ms. Dladla to elaborate on what she was saying in the excerpt above. She explained 
that the centres are just concerned with the number of people that come to the centres and go 
through them rather than actually developing those individuals holistically. She explained as 
follows, 
Someone comes and tells them that they want to do a computer course and they just throw 
this person in there without screening this individual properly. Sometimes this individual 
does not complete their profile information correctly. Later on when a job opportunity 
comes up and I contact that person, based on what is written on their profile on our 
database, it transpires that that this person does not have matric. This person lied on their 
profile because of the stigma that is attached to not having matric. 
She explained that the centres complete a personal information profile form for each beneficiary 
just to have it on record but they fail to screen the individual thoroughly. That is why later on 
when a job opportunity presents itself and the department contacts a former beneficiary, which 
they think is suitable for the job opportunity there is a mismatch between the information they 
have on record and the beneficiary’s suitability.  She further explained that if thorough screening 
was done, ideally a woman like Vuyelwa from my informants in chapter two, for example, could 
be assisted with computer skills and then be referred to the relevant institution where she can 
redo her matric qualification. She added that the centre could also assist her to access past matric 
examination papers using the centre’s computers and internet as well as assist her with any other 
relevant resources that they have at their disposal. Lastly, she added that a holistic approach 
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would also involve the centre enquiring about the beneficiary’s children and if they are at school 
or in an Early Childhood Development (ECD) programme such as a crèche whilst the care giver 
is undergoing her course. The centre would also link the children with any counselling services 
should there be a need for this, like in the case of Vuyelwa’s child who was raped at the age of 
six. She concluded that in her experience as a development agent working with the centres such 
holistic development of the individuals especially the women seldom happened.  
Ms. Dladla’s assertions about previous instances where community members started centres 
based on the needs they identified in the community is evidence that the community members of 
Letsholo are not just passive victims of structural violence who are waiting for aid. They do take 
initiative and start authentic projects that could possibly meet the needs of the community, 
however finance is their biggest impediment and it looks like they let go of those projects in 
favour of the projects that the funder wants them to undertake. It seems like the problem is with 
the funder that seems to be concerned only with the funded parties’ ability to account for the 
expenditure of the funds granted to them. The findings indicate that there is a need for active and 
qualified development agents that work hand in hand with the community members.  There also 
appears to be a big gap in the monitoring and evaluation of the development projects in Letsholo. 
My last question to the sustainable livelihood unit was about specific programmes that focused 
on the social, political, legal and cultural issues which affected women in Letsholo. According to 
Aldecia the sustainable livelihood unit has been working with an organisation called the Gender 
Equality Network. She explained it to be a women led group of legal practitioners, mostly 
paralegals, who facilitate legal rights workshops in different townships around the province. 
According to Ms. Dladla, the organization’s main focus is on capacitating women with 
information about their rights on various issues such as marriage, gender-based violence, 
114 
 
maintenance, divorce and issues of inheritance. During the sessions the women are given a 
chance to ask questions and are provided with free legal advice as well as legal representation in 
some instances. According to Aldecia the workshops took place twice a month in different 
townships within the region. She said they usually sent a request to the local councillor for a 
venue in the community where the workshops were held, and the number of women targeted was 
usually a minimum of 50 women.  I asked Ms. Dladla about the method which they used to 
evaluate if the workshops were making any impact on the lives of the women. She had the 
following response 
The impact I’ve seen is not quantifiable rather the information they provide is enlightening 
because women are misinformed on many issues and tend to believe a lot of false 
information. 
I followed this up with a question about how widespread the knowledge about these workshops 
was because none of the informants I spoke to throughout my study spoke about the workshops 
or even alluded to knowing about them. I myself as a social worker working within the 
Department had no knowledge of this organisation which sounded like a valuable resource. Ms. 
Dladla’s response was as follows, 
I do not think that it is widespread. We tried to collaborate with other units such as ECDs 
(Early Childhood Development centres) and foster parents but not HBCs (Home-based 
Care Centres) and drop-in centres. I think it was an oversight from our side. We rely mostly 
on formal invitations from through officials who are working with the targeted women. 
This is done to ensure attendance. The regions are allocated a number of people that they 
are supposed to reach per quarter so open publicity did not give us surety of attendance.  
I recruited the women for my study through a Home-based Care centre and the three of the NPOs 
whose employees I interviewed were drop-in centres. This would then explain why the women 
had no knowledge about these women empowerment workshops. Naomi from chapter one would 
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certainly benefit from the services of the Gender Equality Network with regards to her case 
where she is being denied her right to inherit the family home because she is a woman. There are 
36 NPOs which do HIV work in Letsholo and since the sustainable livelihood component has not 
been working with those units it means that many women who could benefit from the workshop 
are not being reached. With the department main focus seemingly being on attendance, there is a 
high probability that the same women attend the workshop every time they are held because of 
what appears to be limited publicity.  
Conclusion  
In my study I found that the HIV positive women in Letsholo tend to associate together in social 
formations that existed before they knew of their biological status. The findings in this chapter 
have shown the important role played by pre-existing social groups in the lives of women living 
with HIV in Letsholo. The women have not only experienced ongoing social support in these 
groups, they have devised ways in which they can assist one another actively in overcoming the 
material challenges of adapting to life of living with HIV. This highlights the importance of 
development practitioners working with the individuals in the townships and building on their 
strengths rather than implementing top down interventions which may not be conducive in that 
environment. 
Public health recommendations are that health care facilities should develop adherence clubs. In 
contrast to the informal social support groups that I found in Letsholo the adherence clubs are 
based solely on common disease. Other formal institutions like the church tend to exploit HIV 
positive people by promising to heal them in exchange for money. It is also interesting to note 
the names by which the two groups use to refer to themselves. The gamblers are seen as sinners 
and the church rejects gamblers. Ironically the church group in the study is made up of sex 
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workers who also ideally are not embraced by the sanctimonious church. Both these informal 
social groups however have opened their doors to the “social rejects”. The NPOs themselves 
have not been making an impact in the communities that they serve. The NPOs have been 
exploitative for the most part which highlights the irony of “care”.  
The two case studies of the social groups that I found in Letsholo demonstrate that people can 
organize themselves fairly well. It seems that the funders of the NPOs have a very heavy reliance 
on the statistics based on the numbers provided by the NPOs. The numbers are fictitious. The 
findings in this chapter and the study as a whole show that the picture which is painted by the 
numbers is different from what is actually happening in practice. This suggests that millions of 
Rands are flowing to assist people, however the money is not doing what it is supposed to do. 
The Department of Social Development can also reconsider the amount of money that is directed 
to the NPOs in the form of funding. The number of NPOs involved in HIV work is three and a 
half times that of NPOs that are involved in sustainable livelihoods. This in itself is an 
imbalance. Interventions should be geared towards upstream prevention and empowerment 
programmes. Thus far it appears that most interventions in Letsholo township are top-down 
interventions. This is owed to the fact that in practice, development agents have the tendency to 
overlook the power and influence that is exerted by indigenous institutions in favour of Western 
institutions and organisations which are seen as superior (Pailey 2019, 735). The significance of 
informal social support groups as I found in Letsholo, in this study is an area that needs to be 
explored further and built on by development agents. 
The contribution that my study has made to literature is in highlighting the role which is played 
by these informal social support systems. These are competing forms of biological citizenship 
which we tend to ignore because we pay more attention to biomedical interventions. In this 
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dissertation we have seen interesting and telling enactments of biological citizenship. In chapter 
three we saw the recipients of care who receive services from the NPOs they were affiliated to 
and claim rights, demand access to certain resources and care based on a certain biological status 
or shared disease diagnosis (Charles 2013, 770; Plow-Boddington 2006, 121; Rose & Novas 
2005, 340). We saw Sophie, who did not affiliate with any NPO exercised her agency in finding 
a manner to use her biological status to access the same resources regardless. Lastly in this 
chapter the two informal social groups demonstrated different type of biological citizenship. The 
findings indicate how the concept of bio-citizenship goes beyond the narrow idea of somebody 
thinking and feeling a particular way because of their biological status and it extends to informal 
social support groups. The informal groups also have a strong treatment dimension to them and 




Chapter 5: Conclusion  
 
I have used a syndemic approach to discuss how social, economic and political factors which 
clustered together in the women’s lives, at particular places and during certain time periods 
exposed the women to HIV infection. In the first chapter I introduced the life of a township 
woman whose life is characterized by a series of various forms of violence, social suffering, 
chronic diseases and a very complicated relationship with an NPO in Letsholo. In chapter two I 
analysed case studies of three women’s lives that gave further evidence to the everyday suffering 
of township women and the limited life choices they had because they were marginalised. I 
outlined the various epidemics that have clustered, interacted and reinforced one other in ways 
that have exposed the women to HIV infection. Life-long poverty, gender-based violence, low 
levels of education, being exposed to exploitative child labour, parents dying because of disease 
are some of the factors that have caused the women to become marginalized and thereby 
vulnerable to HIV infection. In chapter two I also highlighted how the racially motivated spatial 
planning of townships also had an influence on the limited choices that township women 
experience. “Biological, social, and structural factors create a distinct pattern of bio political 
HIV/AIDS risk through various pathways of interaction and they combine to produce HIV 
syndemics among women” (Ostrach & Singer 2012, 259). According to Hatcher et al (2019, 7) it 
is much more effective to address all these risk drivers of HIV simultaneously as interacting co-
occurring conditions rather than dealing with these conditions individually.  
In chapter three I presented the women’s narratives of their relationships with NPOs that do HIV 
related work. There is evidence that seemed to suggest that an NPO economy has emerged in 
Letsholo township, where the NPOs are soliciting HIV positive women for their statuses by 
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promising them food parcels and the NPOs then use this information to attract funds from 
donors. The findings seemed to suggest that the NPO sector in Letsholo is involved in food 
parcel fraud the mismanagement of funds and the fabrication of evidence for services provided. 
Income generation for the NPOs and NPO workers seemed to have been prioritised while service 
delivery to the recipients of care was being compromised. This also had an influence on how 
some of the recipients of care misused their bio-citizenship to access material resources from the 
NPOs. It also appears from the information provided by the informants from the Department of 
Social Development, the primary funder of these NPOs that the NPOs did not suffer any liability 
when the mismanagement of funds was discovered during the department’s periodical quality 
assurance audits. The only penalty meted out to the NPOs was the immediate withdrawal of 
funding by the department. These findings illuminated the gap in the monitoring and evaluation 
of the NPOs. The findings also indicated that it is not just the recipients of care that are 
vulnerable to exploitation by the NPO sector, but the NPO workers themselves, particularly the 
care workers were undervalued and underpaid. The NPO workers who are mostly women 
received a meagre stipend while working at these NPOs, had very few opportunities for self-
development and upward career mobility and suffered from chronic job insecurity. The women 
seemed to be stuck in poverty traps. 
In chapter four I presented evidence that demonstrated that the women can organize themselves 
fairly well outside the exploitative NPO structures. I discovered two case studies of women in 
Letsholo township who had formed their own support structures which functioned without the 
NPOs. These groups included a gambling club which the group members referred to as “the 
women’s stokvel” as well as a group of women who worked as sex workers that referred to 
themselves as “the church”. I reviewed literature on the significance of gambling clubs and 
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stokvels in the township and how these types of social groups went beyond just fulfilling an 
economic role but also played a significant role as spaces where the members could share their 
struggles, speak about their aspirations as well as receive social support from the other members. 
I discussed how these types of social formations have gained significance in offering social 
support to HIV positive women in Letsholo. 
The structure of these groups was based on the stokvel model which is a social formation that 
has been existence in South African townships since the 1950s. Many communities have been 
built on this type of social support structure which has played a major role in the social and 
economic empowerment of marginalised black women in the township especially during 
apartheid. The women in my study used the stokvel model to help each other with food and 
moral support so that they were all able to take their treatment regularly. While the gambling 
club is not ideal because people lose money in it, does serve as an example of how various types 
of social groups which are already existing can play a significant role as social support for 
women living HIV.  
I reviewed literature on adherence clubs and highlighted how these groups are exclusionary in 
nature. The Patients who are unable to maintain stable viral suppression are excluded from the 
adherence clubs. This exclusion criteria do not address the everyday struggles of food insecurity, 
gender inequality, unemployment and chronic comorbid disease which are usually experienced 
by the people who struggle with adherence to treatment. The available literature on adherence 
clubs seemed to suggest that very little is done to follow up on the health outcomes of the 
patients that are excluded from the adherence clubs. The findings in my study indicated that 
adherence clubs tend to encourage corruption in some instances. Having learned how the women 
in the two social groups had created a system for themselves to help them survive these various 
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issues, I conducted further investigations to try and find out about the opportunities that were 
available in Letsholo to empower the women, so that they can turn these groups into ventures 
that can create sustainable livelihoods for them.  
I engaged with officials that work in the sustainable livelihoods unit in the Department of Social 
Development. I was informed about the youth and community skills development centres which 
exist in Letsholo, a food bank as well as job creation opportunities in the form of cooperatives. 
The findings also showed that the problems which exist in the HIV NPO sector concerning the 
mismanagement of funds were also prevalent in the youth and community skills development 
centres. This then raises the question as to whether directing aid through NPOs is a faulty model. 
I had a conversation with an official from the Department of Social Development who works 
with NPOs that concentrate on older persons. The reason why I did this was to get a sense 
whether this was an issue with NPOs in general in Letsholo township or just those in the sections 
I interacted with. This informant expressed that the NPOs situated in town tend to be effective 
and thrived better compared to those in the townships. The reason for this is that the areas with a 
high concentration of white people have a wealth of resource. This is owed to the fact there are 
businesses and other institutions in the surrounding communities that offer generous donations to 
those NPOs. 
Secondly the beneficiaries of those programmes or their relatives tend to plough back into those 
NPOs through generous gifts and donations and by also volunteering their time and relevant 
expertise. These aspects contribute greatly to the efficiency and sustainability of the NPOs in 
town. This therefore goes back to the issue of spatial marginalization which I discussed in 
chapter two. It can be deduced that aid through NPOs is viable but not in contexts where the 
majority of the people are poor like in Letsholo township. This is perhaps not just an NPO sector 
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problem but a poverty problem in the Letsholo township. Individuals tend to view NPOs as 
income generating schemes because they have very little sources of income. They are battling 
with chronic poverty. People who struggle with serious conditions of poverty need their whole 
income or even more to survive. They usually do not have money that can be saved for the future 
which makes it difficult for them to accrue capital that can enable them to escape their present 
state of suffering (Sachs 2005, 56-57). The issues of historical structural inequalities need to be 
addressed first.  
The other problem that was illuminated by the findings was the top-down development approach 
which has been taking place in Letsholo. There is a serious need for a comprehensive need 
assessment and the implementation of programmes that match the needs of the community while 
also ensuring that assistance goes to the relevant people that really need it. I think that the 
Department of Social Development needs to review the relevance of the programmes that it is 
funding through the NPOs. Some of the services of home based care are not as essential as they 
were ten years ago when there was still a lot of stigma and uncertainty surrounding HIV. These 
days many people are on treatment which afford them longer life. As it has been demonstrated in 
the study the department has been releasing money based on a fictitious picture created by the 
statistics. I am of the view that if community members were knowledgeable about the aid which 
comes through NPOs as well as who is supposed to benefit and how; it would make people less 
susceptible to exploitation. The department needs to do more than nurture NPOs until they 
qualify to receive funding. The organisations should be trained on service delivery that is 
characterised by integrity. The number of HIV NPOs needs to be decreased and the funds could 
instead be diverted and used to assist individuals to get resources such as land, capital and 
infrastructure which they can use to start projects that create sustainable livelihoods for 
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themselves. Those funds could also be used to fund cooperatives as well as for the training of 
development practitioners who can monitor and evaluate the projects. 
Lastly form a practical point of view, especially as a practicing social worker, a crucial 
recommendation that I can make is for an integrated approach between the different units of the 
Department of Social Development. I have identified at least four units which could work in 
collaboration based on the challenges that are experienced by the women in Letsholo throughout 
their lives. These units are the gender-based violence unit, the substance abuse unit, sustainable 
livelihoods and HIV. From what I have observed in the department, in practice these units 
usually work independently. I work in the service point office of Letsholo. In most cases when 
clients come to the office for assistance, we refer them to the NPOs. We cannot assist them 
because we ourselves in the unit need to meet the targets set for us for our own designated 
recipients of care, which are foster care children. As much as there are relevant units within the 
department which are able to assist the clients with the various issues; what I have come to 
observe, however is that there is a poor referral system within the department itself. 
From what I understand in speaking to colleagues in the other units, each unit plans its own 
campaigns and projects and then identifies a community where it goes out and implements the 
project. This means that each unit tackles on one aspect of the social issues while the rest of the 
issues which are interconnected remain unchanged. As the service point office of Letsholo we 
usually conduct in-depth screening of the clients. The reality is that social workers and 
development practitioners cannot work independent of each other, however, that is what happens 
in practice. Because the other units do not collaborate with the service point office, their projects 
are not always in sync with the needs of the community. I as a practicing social worker did not 
know about the Gender Equality Network prior to the findings that I made in my study. I have 
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come across many women that could have benefitted from the services of that organisation. This 
highlights the problem of a lack of information sharing between the various units. The pursuit for 
targeted numbers by the department is also a major drawback. It has resulted on top-down 
projects and programmes being imposed on communities. It seems like very little is done to 
engage with the actual community member in such a way that interventions are tailored to meet 
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I Mbali Maseko would like to invite you to take part in my research project on Understanding the 
vulnerability of township women to HIV: A syndemic analysis. I am a Masters student in the 
Department of Anthropology and Development Studies at the University of Johannesburg.  I want 
to explore why women in the township continue to get infected with HIV/AIDS, by looking at the 
combination of social factors that make women vulnerable to infection. 
I have chosen you to participate in my study because you have knowledge and experience about 
what it is like to live with the disease. I would appreciate an opportunity to interview you regarding 
my study. Please note that your participation in this study is voluntary and there is no reward for 
participating or penalty for not participating. Involvement in this study requires your participation 
in an interview of approximately 30 - 45 minutes which will be scheduled at a time and place that 
is suitable for you. You will not be obliged to answer any questions with which you are 
uncomfortable and therefore have the option to decline to respond to any questions asked. You 
will also have the option of terminating your participation at any stage that you choose. If you are 
wary of accidental disclosure of your status or stigma by virtue of participation in the study, special 
arrangements can be made such as meeting with you at a space or time which you are comfortable 
with. 
All the information collected through the interview will be treated with the strictest confidentiality. 
If you decide to participate, I will ask for your permission to tape record the interview. No one 
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other than the researcher and the supervisor will have access to the tapes. The tapes will be kept in 
a locked cabinet for two years following any publications for six years if no publications emanate 
from the study. You will also have the option of remaining anonymous in which case all transcripts 
and reports will be appropriately coded to ensure that your request is fully respected. A copy of 
your interview transcript without any identifying information will be stored permanently in a 
locked cupboard and may be used for future research. Please be assured that your name and 
personal details will be kept confidential and no identifying information will be included in the 
final research report. The results of the research may also be used for academic purposes including 
books, journals and conference proceedings. You will also be provided with the transcripts to 
check for trustworthiness as well as the research report if requested. 
Because of the sensitive nature of the study and the ways in which the participants could have been 
infected with the virus, trauma may arise as a result of participation in the study, the NGO which 
I will be working with has agreed to avail their social auxiliary worker, Ms Samantha Moahlodi 
(nontsikeleloshiela@gmail.com /083 216 9506) for a debriefing sessions with the participants who 
need it and provisions will be made for referrals for cases that require specialized counselling such 
as rape support groups as well as for gender based violence.   However, if you feel that you have 
concerns regarding the study or if you require any additional information, please contact me on 
078 433 0337 or on my email maseko121@gmail.com , or contact my supervisors; Prof. Jonathan 
Stadler on 011 559 4721 or jstadler@uj.ac.za, if you have any questions regarding my study. We 
shall answer them to the best of our ability. 








Participant consent form  
I ___________________________________________ (participant name/pseudonym) hereby 
confirm that: 
I have been briefed on the research that Mbali Maseko on Understanding the vulnerability of 
township women to HIV: A syndemic analysis. I understand what participation in this research 
project means and the procedures which will be followed, 
• I understand that my participation is voluntary,  
• I understand that I have the right not to answer any questions that I do not feel comfortable 
with, 
• I understand that I have the right to withdraw my participation in the research, at any time, I 
so choose, 
• I understand that I will not be remunerated for participating in the study, 
• I understand that I will not incur any penalty for participating in the study, 
• I understand that any information I share will be held in the strictest confidence by the 
researcher and that a copy of my interview transcript will be stored permanently in a locked 
cupboard or a password protected computer and may be used for future research, 
• I understand that my responses will be used in the write up of a Masters project and may also 
be presented in conferences, books chapters, journal articles or books. 
• The transcript with all the identifying information directly linked to me removed, will be stored 
permanently and may be used for future research and 
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• Direct quoted from my interview, without any information that could identify me may be cited 
in the research report or other write-ups of the research. 
*For the support group 




















Consent form for audio recording of the interview 
Date _________________________ 
Dear Ms ____________________________ 
I Mbali Maseko would like to invite you to take part in my research project on Understanding the 
vulnerability of township women to HIV: A syndemic analysis. I am a Masters student in the 
Department of Anthropology and Development Studies at the University of Johannesburg.  I want 
to explore why women in the township continue to get infected with HIV/AIDS, by looking at the 
combination of social factors that make women vulnerable to infection. 
I have chosen you to participate in my study because you have knowledge and experience about 
what it is like to live with the disease. Participation in the study will be a 30-45 minutes long face 
to face interview. You will not be obliged to answer any questions with which you are 
uncomfortable and therefore have the option to decline to respond to any questions asked. In this 
form I am asking for permission to audio record the interview. 
All the information collected through the interview will be treated with the strictest confidentiality. 
No one other than the researcher and the supervisor will have access to the tapes. The tapes will 
be kept in a locked cabinet for two years following any publications for six years if no publications 
emanate from the study. You will also have the option of remaining anonymous in which case all 
transcripts and reports will be appropriately coded to ensure that your request is fully respected. 
I ____________________________________ (participant name/pseudonym) 
• I give consent to tape record the interview, 
• I understand that the recording will be transcribed and any information that could identify 
me will be removed, 
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• When the data analysis and the write up of the research study is complete, the audio-
recording of the interview will be kept for two years following any publications or for six 
years if no publications emanate from the study. 
Signed 
by__________________________________on_______________at___________________ 
Signature__________________________________ 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
